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PRESCRIBE 


VIBITON 


8. C. P. W. BRAND 
POTENT & PALATABLE 


VITAMIN B-COMPLEX 


YOUR PATIENT IS IN NEED OF 
| | if Vitamin B-Complex in a practical form 


useful in 
Vitamin deficiency resulting in ms of fatigue, 
anorexia and loss of wei te etc, 


VIBITON CONTAINS PER FLUID OUNCE : 
Vitamin B, (Thiamine Hydrochloride) 16.0 mg., Vitamin Bg ( Riboflavin) 4.0 mg., Vitamin B, 
( Pyridoxine ) 2.0 mg. ; Vitamin By 10.0 mcg., Cal. Pantothenate 12.0 mg., Choline Chioride 
60.0 mg., Methionine 250.0 mg., Nicotinamide 50.0 mg., Sodi Glycerophos. 400.0 mg., Liver 
Extract (in terms of fresh liver) 80.0 G., Male Extract qs, Absolute Alcohol 15% viv. 
25% extra quantities of Vitamin B;, Bz, Bg and Nicotinamide are added to 
compensate loss due to storage. 


Available in 4 oz. phial and | Ib, bottle 


BENGAL CHEMICAL catcurta ¢ Bompay Kanpur 
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Initiating 


‘A THIRD ERA 


OF ANTIBIOTIC THERAPY” 


» The tetracycline spectrum synergistically strengthened with oleandomycin new 
antimicrobial for control of tetracycline-susceptible and tetracycline-resistant strains, 


SYNERMYCIN 


tetracycline—oleandomyda 
MARK OF- TRUE BROAD-SCOPE SYNERGISM 


= synergistically enhanced potency 
= widest known antimicrobial range 


overcomes pathogens resistant to other 
= forestalls emergence of resistant organisms 


= significantly improved tolerability 


Description :-Each capsule of 250 mg. provides 167 ‘Dosage The dose is 1 2 
mg. of tetracycline and 83 mg. of oleandomycin. ‘our times 1 or 2.Gm. per day); for children, 
. Indications :- Synermycin is indicated in the treat- oes ty Prope rtionately less according to age and 

+ ment of infections due to a large variety of gram- Rihemtic. gueacthmenveiiin 


| positive bacteria, gram-negative bacteria, rickettsiae, 124 at fourth Antibiotic S ia 


RAVISON PHARMACEUTICALS PRIVATE LTD., Post Box 1636, Bombay. | 


Exclusive Distributors in India for : a ae 
PFIZER EASTERN CORPORATION, New York, Panama & Brussels 


“Trademart of Chm. & Cn 
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ACHROMYCIN V combines sodium metaphosphate with 
the outstanding broad-spectrum antibiotic ACHRO- 
MYCIN Tetracycline. With chemical structure intact 
but tetracycline action intensified, ACHROMYCIN V 
provides greater antibiotic absorption / faster 
broad-spectrum action for quick control of infections 
commonly seen in medical practice. Indications for 
ACHROMYCIN V include all infections specified for 
ACHROMYCIN (proved in over 50 diseases). 


chemically conditioned for 
@ GREATER ANTIBIOTIC ABSORPTION 


@ HIGHER BLOOD LEVELS 
@ FASTER BROAD-SPECTRUM ACTION 


Available: Bottles of 16. 


Each Capsule (pink) contains : 

Tetracycline equivalent to tetracycline HC! 250 mg. 
Sodium Metaphosphate bet coe 380 mg. 
Dosage: 6-7 mg. per Ib. of body weight per day 
for children and adults. 


LEDERLE LABORATORIES (INDIA) PRIVATE LIMITED 
P.O. 8. 1994, BOMBAY 1 


*Reg. Trade Mark 
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Gastrointestinal Regulariser — 


- Forms a protective coating on 
the stomach. and _ intestines, 
saves mucous membranes from 
irritation, regulates gastric 
flow, heals up ulcer and helps 
digestion. Bismozyme is thus 
a valuable aid to the treatment 
of all varieties of gastro- 
intestinal disorders. 


fastern Drug 


EASTERN DRUG CO. LTD. 
CALCUTTA 27 


82-7-/28. 
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“ But that’s just the point, Mr. Baxter... 


... it’s quite important to remember the difference between the two. Globin insulin 
contains a foreign protein, globin, to modify the action of the insulin, whereas I.Z.S. contains 
no protein or peptide, other than the insulin itself. Let me stress once again, gentlemen, that 
the prolonged effect of 1.Z.S. depends entirely on the appropriate adjustment of the particle size 

of the zinc insulin compound. It is because the effect of I.Z.S. is independent of any 
modifying protein, that allergic reactions following its use are practically unknown. 

That is precisely why I.Z.S. is so suitable as the single daily injection of insulin in about 

90 per cent. of diabetic patients. Any other questions ?” 


LZ.S. A.B. Vials of 10 c.c. . 
40 or 80 units per c.c. nsulin 


LZ.S. (Amorphous) A.B: Vials of 10 c.c. s 
40 or 80 waits per ox CL Inc 


LZ.S. (Crystalline) A.B. Vials of 10 c.c. 
AB. var ("Suspension AB. 


Joint Licensees and Manufacturers : 
ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON LONDON 
ALLEN & HANBURYS LTD Diswribwiors BRITISH DRUG HOUSES (INDIA) LTD 
P.O. Box 2198 Clive Buildings, Calcutta P.O. Box 1341 Bombay 
Stan House, Barrack Road, Bombay P.O. Box 9024 Calcutta 
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CHLORAMPHYCIN ppy cypyp 


(Chloramphenicol monostearoylglycolate - 3) 
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8 
Hours after administration 


Free Chloramphenicol 
CHLORAMPHYCIN Dry Syrup 


Chloramphenicol esters 


Full details from: NEO- PHARMA PRIVATE LIMITED 


Kasturi Buildings, Churchgate Reclamation, Bombay 1 


BY 
Fl R S 
~ Chloramphenicol 
 withsame 
degree 
absorption | 
? 
Chloramphenicol 
*Reg. Trade Mark 
° 
~ 
Bochninger Sohne “Mannheim cevmany 
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Dear Doctor, 


CONTROL IN THE MANUFACTURE OF PHARMACEUTICAL 
PRODUCTS IN INDIA 


Pharmaceutical products and specialities manufactured in India are 
subject to strict control for quality by the Drugs Control Administration, 
under the Indian Drugs Act and Rules thereunder. Periodical inspections 
of the manufacturing establishments are carried out by the Drugs inspec- 
tors. Samples are drawn from any of the batches manufactured, and are 
sent to the Government Testing Laboratories for analysis and tests. If 
the sample is not of the required standard, the manufacturer is directed 
to destroy the entire lot in the presence of the Drugs Inspector, or 


surrender the stocks to the Drugs Controller. 


It will be seen that the control of the manufacture of pharmaceuti- 
cal products and specialities in India is very strict, and naturally the 
products manufactured by members of our Organization and other Indian 
manufacturers are of the standard quality. In fact, the Drugs Act and its 
administration in India is more strict as compared to similar regulations 
in many of the advanced countries in the West, and we sincerely 
co-operate with the Drugs Control Administration to maintain the high 


standard of manufacture of pharmaceuticals. 


Yours truly, 


SPECIAL COMMITTEE FOR PHARMACEUTICAL INDUSTRY 
OF THE A.-1.M.0. 


“WE KNOW MANY A LIFE DEPENDS ON HOW WELL WE DO OUR WORK” 
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SPONSOR MEMBERS. 


Alembic Chemical Works Co. Ltd. | 
Alta Laboratories (Private) Ltd. . | 
Biological Products ( Private ) Ltd. - | 
Bombay Pharmaceutical Works (Private ) Ltd. | 
Chemo Pharma Laboratories Ltd. | 
Dhootapapeshwar Industries Ltd. | 
Gluconate Lid. 
Indo-Pharma Pharmaceutical Works. | | 
K. T. Dongre & Co. ( Private) Ltd. | 
Kemp & Co. Ltd. | 
Khandelwal Laboratories ( Private) Ltd. 
Kirti Works. 
Mac Laboratories (Private) Ltd. | 
i Milnex Laboratories. | 
3 National Pharmaceuticals. | 
Oriental Pharmaceutical Industries Ltd. | 

Sigma Laboratories. 
Therapeutic Pharmaceuticals | 
Unichem Laboratories. | 
v Usan Laboratories (Private) Ltd. 


Vol. 29, No. 3 vii 
| 
| 
| 
| 
| 
| 


vii. J. 1. M.A. Advertiser Vol. 29, No. 3 


keeps homes healthier! 


NOW everyone can guard against 
disease-carrying insects! FLIT con- Get FLIT with Lindane - 
tains Lindane as well as DDT to give 

it faster action, longer-lasting effect! naw 


Marketed by STANVAC 


STANDARD-VACUUM OIL COMPANY (incorporated in the U.S.A. with Limited Liability) 
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Introducing for 


Dispels headache 
Disperses visual disturbances 
Defeats nausea and vomiting 


A new product—'MIGRIL'—provides, for the first time, a successful 3-way 
attack on migraine. 

‘MIGRIL’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) and 
cyclizine hydrochloride (50 mgm.) in each tablet. The inclusion of cyclizine 
hydrochloride not only eliminates the nausea and vomiting often associated 
with migraine but also enables larger and more effective doses of 
ergotamine to be administered. 


‘migril’ 
Ergotamine Compound (Compressed) 


SINGLE TREATMENT PACK OF 4 TABLETS 


BURROUGHS WELLCOME & CO. (INDIA) PRIVATE LTD. 
Post Box No. 290, BOMBAY 
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tor the treatment of COUGH 


Glycodin Terp Vasaka (G. T. V.) soothes the 
irritation and inflammation of the respiratory 
mucosa, eases the cough reflex and relieves 
the dry irritating cough. 


COMPOSITION : 


Each 3.6 c.c. contains :- 


Antimony Potassium Tartrate B. P. 0.4 mg. (1/160 gr.*) 
Terpene Hydrate B. P. C. 8 mg. (1/8  gr.*) 
Codeine Phosphate B. P. 8 mg. (1/8  gr.*) 
Menthol B P. 2.7 mg. (1/24 gr.*) 
Syrup Tolu B. P. 0.9 ¢.c. (15° min.*) 
Syrup Vasaka q. $. 


TERP- 
VASAKA 


Potassium Guaiacol Sulphonate B.P.C. 0.13 G. 
(2 gr.*) 
* Approximate apothecary equivalent 


ALEMBIC CHEMICAL WORKS CO. LTD., BARODA-3. 


YOU CAN PUT YOUR CONFIDENCE IN ALEMBICE 


Jus 
4 
\ 
SN 
<2) Each 3.6 ¢.c. (fl. dr.*) of G.T.V. with Guaiacol 
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Introducing 


PERNAVIT 


ANTIANAEMIC & 
NUTRITIVE GENERAL TONIC 


FOR ALL AGES 


os @ @ 
. . 
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INJECTABLE 


PERNAVIT 


LIVER EXTRACT with 
FOLIC ACID & VITAMIN Bi 


Manufactured by: 


NEO-PHARMA PRIVATE LIMITED 


Kasturi Buildings, Churchgate Reclamation, Bombay 1. 
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NEW ADVANCE IN SKIN CARE! 


BREEZE 


THE TOILET SOAP 


WITH ACTAMER 


BREEZE Toilet Soap is a mild, attractively perfumed soap 
possessing exceptional antiseptic and deodorant qualities. It 
contains Monsanto's new bacteriostat ACTAMER (2.2 thiobis, 
4.6 dichlorophenol ). ‘ Actamer’ clings to the skin — it resists 
removal through washing with soap and water — and thus 
provides prolonged protection against bacteria. It even 
attacks bacteria resident on the skin, including the 
“gram positive cocci” said to cause secondary skin 
infections. ‘ Actamer’ is a known and tested 
bacteriostat, officially approved by the American 
Medical Association and listed in the United 
States Pharmacopeeia (15th Revision ), 
BREEZE Toilet Soap with 
*Actamer’ is non-irritant, 
non-toxic and harmless to 
the skin. Used regularly, 
it promotes a clearer, 


aba 


BREEZE 


-costs so much less 
than other soaps 
in its class 


MADE IN INDIA FOR ERASMIC CO. LTD. LONDON 


BZ. 24-28 


Vol 29, No, 3 
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One bottle Avrwes all, 


RAVIPLEX 


(Orange-Peach flavoured) 


An aqueous, non-alcoholic, non-syrupy multivitamin 
preparation useful as a nutritional supplement both 
for prevention and cure of vitamin-deficiencies. 


o 
(ra 


Each 5 mi. contains: Dosage: 
Vitamin A Palmitate, B.P. . . +.  SOOOLU. Daily Therapeutic Dose: 
Vitamin D2, B. P. 1000 1.U. Infants: | to 2 teaspoonfuls 
Vitamin B;, B.P. (Thiamine Hydrochloride) . 3.5 mg. Children and adults: 2 to 3 teaspoonfuls 


Vitamin Bg, U.S.P. (Pyridoxine Hydrochloride) . |! 
Riboflavin, B. P. (Vitamin B2). 2 
Nicotinamide, B. P. Bae 20 
5 
50 


Daily Prophylactic Dose: 

Infants: + teaspoonful 

Children and adults: | teaspoonful 
Supply: 

In pilfer-proof bottles of 2 oz. and 4 o2,) 


Vitamin C, B.P. (Ascorbic Acid). . « 


* Manufactured and Distributed by: 
RAVISON DRUGS PRIVATE LTD. 


Post Bag 10010, 
f@ Trademark of Ravison Drugs Private Ltd. 
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ANTIMALARIALS 


COME & GO.... 
BUT 


C inarsol 


CONTINUES.... 


WELL TRIED 
RELIABLE TREATMENT 


FOR 


Malaria 
ano NON-SPECIFIC FEVERS 


ALSO USEFUL FOR FEVERS DUE TO 


INFLUENZA, COLDS & CATARRH 


LITERATURE & SAMPLE FREE OW REQUEST. 
Cipla, vonsay-s. 


“Cipla Sales Depot” 
P-33, Ganesh Ch. Avenue, Calcutta-12 
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WATS 


X-RAY TABLES 


SUPERTILT 


Hydraulic Mechanism tilts table 
through 180° 

Single lever control — variable speed. 
Coupled overtable and undertable 
tube movement. f 


T.250 


Motor-driven tilt. Versatile 
serial changer — hand or motor. 
driven at choice. Magnetic 
brakes throughout. 


AUTONOME 


Motor-driven. Incorporating 
serial changer. Entirely 
self-supporting — requires 

no ceiling fixings. 


BEAVER 


Motor or hand operated. 
Specially designed for use with 
Roentgen 100 generator. 

Easily installed. 


THE GENERAL ELECTRIC CO. OF INDIA PRIVATE LTD 
CALCUTTA OELMI KANPUR PATNA 
MADRAS BANGALORE COIMBATORE SECUNDERABAD 
BOMBAY AHMEDABAD 
Representing: THE GENERAL ELECTRIC CO. LTO. OF ENGLAND 


| 
work there is a suitable Watson . 
X-ray table — up-to-date in all 
respects, skilfully made, and 
superbly finished. 
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A highly potent water-soluble 
whole liver extract including 
all anti-anaemic principles 
and extrinsic factors contain- 
ing Wills’ factor and Vita- 
min B-Complex, including 
Folic Acid in natural 
proportion. 
Each ¢.c. of T.C.F. Whole 
Liver Extract is derived from 
15 gm. of fresh liver and 
contains not less than 5 meg. 
of vitamin 


In ampoules of 2 c.e. and 
5 c.c. in usual box packing 
and R. C. Vials of 10 c.c. 


TEDDINGTON-CHEMIi AL FACTORY PRIVATE LTD. 
"(Biological Pharmaceutical Laboratories) 
‘Read, Andheri, Bombay 
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preparation combining two 
broad spectrum antibiotics 


extremely high therapeutical efficacy due to the very broad 
antibacterial spectrum 


@ marked reduction of undesiderable side effects 


no danger of therapeutical dysvitaminosis secondary to 
antiblotic treatment 


Sole Distributors for India 


RANBAXY & CO,PRIVATE LTD. 22:2°%!0 


\\ Branches: BOMBAY * CALCUTTA* MADRAS DELHI * KANPUR 


ASIAN 


J. 1. M.A. Advertiser xvii 
p 
| | 
| 
mblasy' K and Bcompics 
ins 
the addition of vitam 
ps 
| 
| 
3 | 


xviii J. 1. M. A. Advertiser Vol. 29, No. 3 


Dr. U. RAMA RAU'S HAND BOOK ON 


FIRST AID IN ACCIDENTS 


Revised by: Dr. U. KRISHNA RAU, ™.B., B.S, MLA. 
Published in: English, Hindi, Tamil, Telugu, Canarese, & Malayalam 
Explains how First Aid should be rendered in Accidents such as:— 
Fractures, Concussion, Fainting, Convul- 
sion, Shock, Collapse, Sun-stroke, Heat- 
Stroke, Asphyxia, Shock from Electricity 
and Lightning, Burns, Wounds, Bites, 
Snake-bite, Bruises, Strains, and Rupture 
of Muscles, Poisoning, Insensibility, etc. 


The book written in popular language with 
many illustrations, and running to 240 pages 
(Demy |i6mo) has been found very useful by 
the lay public in rendering First Aid scientific- 
ally in cases of accidents till the arrival of the 
doctor. Members of the medical profession 
have found it useful to deliver lectures on First 
Aid to laymen. 
The book is being published since the First Great World War (1914 1919) 
and has run into several editions and thousands of copies have 
been sold, Mines, Factories, Police Forces &c. use these books largely. 
Price Re. 1/- or sh. 2 per copy for any edition. Postage 3 As. per copy, Registration Extra. 
Copies cam be had from: Manager, THE ANTISEPTIC, Monthly Medical Journal, 
P. O. Box 166, MADRAS-! 
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GERMOL 


for 


Safety and Protection 
@ For sterilising surgical instruments, 


© For washing surgeons’ and nurses’ hands, 
@ For disinfecting rooms, 
‘@ For soaking garments, 


@ To avoid possibilities of infection, 


~ 


Literatures and details available from: 


THE SAWITEX CHEMICAL INDUSTRIES LTD. 


INDUSTRIAL R@AD, BARODA, 3 


The pathway of infection is broad and open 


Inevitably, someone succumbs. When the 
symptoms of bacillary dysentery become evident, 
“Thalazole’ is indicated for immediate administra- 
tion. The effect of this is dramatic. Within a few 
hours, griping ceases and diarrhoea is markedly 


teduced. Rapid convalescence may be anticipated. 


als 


BACILLARY DYSENTERY 


TREATMENT OF CARRIER STATE ¥. 
INFANTILE GASTRO-ENTERITIS 
ULCERATIVE COLITIS 


ESTABLISHING PRE-OPERATIVE INTESTINAL 
ASEPSIS 


Supplied as 0-S Gm. tablets and as a suspension 
Detailed literature is available on request. 


THALAZOLE’| 


MAY & BAKER LTD 


- 
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A New Combination 


With Betaine Dihydrogen Citrate— the latest Lipotropic Agent 
for Infantile Liver, Infective Hepatitis and other Liver Disorders 


SYRUP METHIONINE WITH CHOLINE 
FORTE 


“ALBERT DAVID” 

COMPOSITION: 

Each fluid ounce contains ; 
Acetyl! Methionine 4400 mgm. 
Choline Dihydrogen Citrate ee one 2500 mgm, 
Betaine Dihydrogen Citrate ove ove 1500 mgm. 
Folic Acid eve eee 5 mgm. 
Vitamin Bi2 on ote 20 mgm. 
Inosite eos 50 mgm. 


In non-sugar base and aromatics. 


ADVANTAGES : 


Acetyl Methionine permits higher concentration of Methionine. Choline Dihydrogen Citrate 
is another lipotropic agent. Folic Acid and Vitamin Bi2 are essential fer the synthesis 
of Choline and Methionine. Vitamin B12 helps growth in cases of Infantile Liver.. 


In bottles of 2 oz. and 4 oz. Literature on request. 


ALBERT DAVID LIMITED 


N 15, CHITTARANJAN AVENUE, CALCUTTA-13. 
BOMBAY - MADRAS - DELHI - NAGPUR - VIJAYAVYADA - SRINAGAR - GAUHATI 
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Points ¢o look for 
in a Hypodermic Needle: 


e It must be sharp. 
¢ It must be durable. 
« It must be safe. 


) It must be leakproof. 
All these point to ~ 


NETTLEFOLDS 


hypodermic needles, 


No fasting * No special diets + No purging 


ANAIPIN SY FUP 


piperazine in just one week ! 
Antipin provides short, 85% cure rate in roundworms 
pleasant piperazine treatment in only one dose ! 
for intestinal helminths. 


Emsons Pharmaceuticals Private Ltd 
129. Vivekananda Road, Calcutta-6 
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CORRECTION OF 
IMPAIRED METABOLISM 


PALATABLE AND WELL TOLERATED 


NEOGADINE 


(ELIXIR) 


ENDORSED 
By nearly 25 yearo clinical experience 


CONTAINS 
. Vitamins A,. Bj, C and D 
Organic iodine 
Vanadium arsenate 
Calcium, Phosphorus 
and Magnesium, 


Bottle of ozs. 


SUITABLE 
For a variety of conditions, 
arising from impaired 
metabolism, including 
bronchial affections, 
asthenic states, etc. 


Particulars from: 


RAPTAKOS BRETT & CO., PRIVATE LTD., WORLI, BOMBAY. 


SPASMODAL TABLETS 


AN ANTISPASMODIC PREPARATION 
RECOMMENDED IN THE TREATMENT 
OF INTESTINAL, BILIARY ® RENAL 
COLIC, DYSMENORRHOEA, SPASTIC 
PAIN IN GASTRIC AND DUODENAL 
ULCER AND ALSO ULCERATIVE 
COLITIS. 
COMPOSITION PER TABLET 


DIARZINE. 


TABLETS 


IN THE TREATMENT OF BACTERIAL 
AND OTHER INFECTIOUS 
DIARRHOEAS. 


COMPOSITION PER OZ. PER TABLET. 


STREPTOMYCINE 


ATROPINE SULPHATE B.P. 0.020 MGM. + i oman. 
HYOSCYAMINE HYDROBROMIDE N.F. 0.100 MGM. 
SULPHADIAZINE 2.0GMS. 0.125 GM. 
HYOSCINE HYDROBROMIDE B.P. 0.007 MGM. 
PECTIN N.F. 0.1 GM. 0.006 GM. 
TOTAL EXTRACT OF.RAUWOLFIA 
SERPENTINA CONTAINING BISMUTH CARBONATE 
2.5% RESERPINE 4.000 MGMS. (EXTRA LIGHT) B.P. 1.5GMS. 0.100 GM. 
PANCREATIN B.P. 150.000 MGMS. KAOLIN B.P. . S.OGMS. 0.300 GM. 
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Latest and ideal antacid 


ALUCIDOL 


DOUBLE-ACTIONED. 


ALUCIDOL is the trademark for a combination in 
tablet form of Aluminium Hydroxide Gel and 
Aluminium Glycinate. This synergistic combination has 
been adopted for immediate and delayed action. 


THE GREAT ADVANTAGE of ALUCIDOL is that the 
tablets dissolve within seconds in a glass of water to 
make 2 milky solution with a peppermint taste, thus 
increasing 10,000 times the surface of absorption. 


INDICATIONS 
Hyperacidity 


Gastro - intestinal ulcers 
Gastritis 
Hyperchlorhydric dyspepsia 


PRESENTATION 


Vial of 20 tablets 
containing each 300 mg. 
of Aluminium Glycinate. 
and 300 mg. of 


DOSAGE Aluminium Hydroxide gel. 


One tablet twice a 
day after meals in half 
a glass of water or as 
required, 


Literature from: 


FRANCO-INDIAN UNITED LABORATORIES, 


Bapnu Ghar, Hornby Vellard, BOMBAY 8. 
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CORT OL 


Hydrocortisone ue 1% 
Sodium Sulphacetamide vee 30 % 


in 3 c.c. Dropper bottles 


* 


e Antibacterial Anti-allergic 


e Anti-inflammatory 


For further particulars, please write to :— 


East India Pharmaceutical Works Ltd. 
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ORIGINAL ARTICLES 
WATER TOLERANCE TEST IN HEALTH AND CHRONIC ILLNESS 
AND WATER DIURESIS 


A. AHMED, Ms. 
Department of Pharmacology, Assam Medical College, Dibrugarh 


Retention of salt and water is a complication (2) To deduce a correlation between the haemo- 
of many types of diseases. In severe anaemia, and globin or total plasma protein concentrations of 
hypoproteinaemia, the two extreme states of defi- blood and maximum urine flow per minute or total 


ciencies of iron and protein, retention of salts and output of urine in 3 hours after a test dose of 
water leads to oedema. Chronic diseases are almost water. 
always associated with undernourishment, due to (3) To study the influence of certain diuretics, 
deficient supply, intake, absorption or utilisation = .gmmonly used, on the water and chloride elimina- 
of food, vitamins and minerals, About 14 pounds tion in a clinical state associated with salt and 
of fluid may be accumulated in the tissues without water retention. 
demonstrating any sign of oedema (Price, 1947). 
In health, when the water content of the body is 
increased by ingestion of a large amount of water, 
the kidney responds immediately, and éliminates Water tolerance test—The test was performed 
the excess water together with some salts, within on 3 healthy subjects including the writer and 10 
a few hours. It is probable that in chronic illness, non-oedematous non-febrile patients between the 
with varying concentrations of haemoglobin and ages varying from 20 to 40 years, during the 
plasma protein, the response of the kidney toa  sonths of January and February. he subjects 
test dose of water - altered. Dicker ot af (1096) were in ambulatory condition during the test. 
have shown that in undernourished rats, water 
administered by mouth was absorbed normally _The subjects were not allowed to take any 
but excreted more slowly than in healthy animals. thing by mouth after the evening meal and were 
asked to void urine in the morning at 7 A.M. 


Oedema fluid is a solution of salts (mainly : , . > 
sodium chloride) and water. So, in oedema, only After 15 or 30 minutes, they voided urine again. 
those diuretics are used which are known to in- The latter specimens were preserved. Immediately 
crease the excretion of water as well as salts. after, they ingested 1 litre of tap water within 5 
Water in large amounts, 5 or 6 litres a day, has minutes. They then emptied their bladder every 
been recommended, as a diuretic in the treatment 15 minutes or 30 minutes for 3 hours. All the 

samples of urine were preserved and the volume 


of oedema, with limitati of salt intake b bal 
Schemm (1944) and Gold (1949). % and the specific gravities were noted. When the 
quantity of urine was small, the urine was diluted 


It therefore appeared of interest 
(1) To study in health and common diseases, n-fold and the specific gravities were determined 
using the following formula. 


the ability of kidneys to eliminate water and 
chlorides when the water content of the body is Specific gravity of the undiluted urine=n [sp. 
increased by ingestion of 1 litre of water. gr. of the diluted urine—1]+1 (Wolf, 1950). 
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MATERIALS AND METHODS 
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The chloride concentration of each sample was 
determined by Volhard method (as described by 
King, 1951) and was expressed as NaCl. The 
haemoglobin and the total plasma protein were 
determined on the same day from 5 cc. oxalated 
venous blood drawn before the test. The total 
plasma protein was estimated by Vanslyke’s copper 
sulphate method by measuring the specific gravity 
of the plasma protein. 


The effects of aminophylline, mersalyl and 
ammonium chloride on the 24 hour urine and 
chloride output in a case of nutritional oedema 
were studied in the following order : 


No drug was given in the first two days (48 
hrs.). Diets consisting of rice, bread, fish, meat, 
egg and milk (all salt free) were given. The fluid 
intake was restricted to 500—900 c.c. After the 
second day, the patient was given aminophylline 
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the 7th injection mersalyl was repeated 1 c.c. I.M. 
only once a week, 

The 24 hour fluid input and urine output were 
measured and charted. Chloride concentrations 
of the 24 hour urine samples (preserved with a few 
drops of chloroform), of the first 3 days and after 
the injections of mersalyl were estimated and the 
total quantity excreted in 24 hours were cal- 
culated. Body weight was taken on the day of 
admission and then every alternate day. 


RESULTS 


The effects of drinking 1 litre of water in the 
morning on empty stomach: 

(a) In normal man—The average results of 
urine volume per minute, urinary chloride con- 
centration mg./c.c. and chloride excretion rate 
mg./min. in 3 hours in 3 normal men are repre- 
sented in Fig. 1 and Table 1. It is seen from 
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Fic, 1—EFFect oF DRINKING 1 LITRE oF WATER ON EMpTy STOMACH ON THE URINE FLOW 
C.C, /MIN., URINARY CHLORIDE CONCENTRATION MG./C.C. AND RaTe OF CHLORIDE EXCRETION 
MG, /MIN. (AVERAGE OF 3 NORMAL MEN). 


0°4 g. daily in divided doses (orally) and continued 
for the whole period. ‘The first injection of 
mersalyl 1 c.c. I.M. was given after the third day 
and was repeated every alternate day. During 
the first four injections of mersalyl no ammonium 
chloride was given. The latter was given first on 
the 1ith day in a dose of 6g. daily (in divided 
doses) and continued on subsequent days. After 


Table 1 that the average basal output of urine 
after 12 hours fast overnight was 1°'1 c.c. per 
minute. After drinking 1 litre of water the out- 
put of urine did not increase immediately and 
during the first 15 minute period the urine flow 
was rather less than that of the basal period. The 
peak of the diuresis occurred at 90 minutes and 
then it gradually diminished and at 165—180 


WATER TOLERANCE TEST AND WATER DIURESIS—AHMED 


Taste 1—SHOWING AVERAGE URINE VOLUME (MINUTE), 
CHLORIDE CONCENTRATIONS AND RATE OF CHLORIDE EXCRE- 
TIONS AND SPECIFIC GRAVITY oF URINES OF THREE WELL- 
NOURISHED NORMAL MEN AFTER DRINKING | LITRE OF WATER 


Time 
after Volume of Chloride con- — Specifi 
taking urine centration 
water c.c./min. mg. /c.c. Sravity 
(min.) mg. /min 
~ 15—0 1:2 12:8 15 1020 
1-1 12-8 14 1020 
15—30 21 6 12-6 1010 
30—45 5 3-6 18 1008 
45—ov 72 2-4 17:3 1004 
60—75 9-7 1-2 11-6 1003 
75—90 11-7 0-4 47 1002 
90—105 10-1 0-8 8-08 1002 
105—120 8-4 1-2 10 1003 
120—135 2-2 1:2 2-64 1004 
135—150 1:27 3-2 46 1005 
150—165 0-93 4 3-7 1010 
165—180 0-87 68 59 1012 
Total urine Total chloride 
output in excretion 
3 hrs. 908 c.c. in 3 hrs. 7°7 g. 
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minutes the urine flow per minute was only 0°87 
c.c. The average concentration of chloride in the 
urine of the basal period and of the first 15 minute 
period after drinking 1 litre of water was 1°28 
per cent. The concentration diminished gradually 
with the increase in the output of urine and during 
the peak diuresis it was only 0°04 per cent. Witb 
the decline of the volume output the concentration 
of chloride again increased. It will be seen from 
the table that rise and fall of specific gravities of 
urine samples coincided with the imcrease and 
decrease of urinary chloride concentration. The 
rate of chloride excretion did not however, follow 
a regular pattern. The excretion was maximal at 
45 minutes and minimal at 135 minutes. Within 
3 hours the kidneys of the healthy individuals ex- 
creted 90 per cent of the ingested water draining 
out with it 1°7 g. of sodium chloride in very low 
concentrations. 

(b) Im the diseased individuals—The individual 
results of the water tolerance test in 10 patients 
are given in Table 2. The average results are 
given in Figs. 2 and 3. It will be seen from the 
table that the minimum basal secretion of urine 
was observed in the bronchiectatic patient whose 
total output of urine during the 3 hour period was 
only 40 per cent of the ingested water. The 
maximum urine flow both during the basal period 
and in the test period (1°75 c.c. and 9°4 c.c, per 
min. respectively) was observed in the hepatic 
cirrhotic patient who, of course, was on a salt-free 


TABLE 2—SHOWING HAEMOGLOBIN, TOTAL PROTEIN, BASAL URINE SECRETION, BEFORE, AND MAXIMUM URINE FLow, 
MAXIMUM URINARY CHLORIDE CONCENTRATIONS AND TOTAL OUTPUT OF URINE AND CHLORIDES AFTER DKINKING 
1 LITRE oF WATER IN ILL, Supyects 


Maximum Total output in 3 hours 


Haemo- Total 
g./100c.c. protein concentration Urine Chloride 
(17g.=100%) g./100 c.c. c.c. /min. / mim. mg. /c.c. in in g. 
1. 14 75 Amoebiasis 1 82 (90) 16 (180) QF 0-82 
2. 12 5 Bronchiectasis 03 31 (90) 3-2 (30) 400 0-42 
3. 12 78 Amoebiasis 0-7 5-9 (120) 3-6 (30) 688 1:36 
4. 10 76 --do— 05 34 (120) 78 (30) 415 0-89 
5, 5 55 Nutritional oedema 08 5-65 (150) 10-8 (30) 698 2 
6.* 6 6 Cirrhosis of liver 1-75 94 (60) 4 = (30) 1244 3-04 
7. 5 5 Hypochromic anaemia 0-85 11 (120) 13-2 (30) 1055 458 
8. 13-5 8 Chronic bronchitis 0-4 84 (150) 92 (30) 740 1-51 
9. 10 7 Peptic ulcer 0-5 68 (120) 10 = (30) 730 2-67 
10. 10 6 Amoebiasis 0-6 47 (90) 3-4 (30) 722 0-22 
* Patient was on saltfree diet. Average Average 
Figures in parenthesis indicate time in minutes. 766 c.c. 1-75 g. 
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diet. Except subject No. 2 and 4, all others ex-_ 


creted more than 68 per cent of the ingested water 
within 3 hours. Fig. 2 shows that the peak diu- 
resis (average) occurred at 90 minutes with a 
urine flow of 6 c.c. per min. The average maxi- 


at \ 


6+ 
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mum chloride concentration mg./c.c. and maxi- 
mum chloride excretion mg./min. were 6°7 and 
13°6 respectively at 30 minutes. Fig. 3 shows 
that the average output of urine was maximum 
in the 2nd hour. Chloride excretion was maximum 
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Fic, 2—Errect oF DRINKING 1 LiTrRE OF WATER ON EMpty STOMACH ON THE URINE FLOW 
C.c./MIN., URINARY CHLORIDE CONCENTRATION MG./C.C. AND RaTE OF CHLORIDE EXCRETION 
MG./MIN, (AVERAGE OF 10 PATIENTS). 
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Fic, 3—Errect or DRINKING 1 LITRE OF WATER 
ON Empty STOMACH ON THE URINE OUTPUT C.C. /HR. 
AND CHLORIDE OUTPUT G./HR., AND THE TOTAL 
Output OF URINE AND CHLORIDES IN 3 HouRS 
(AVERAGE OF 10 Itt SUBJECTS). 


in the first hour and minimum in the 3rd hour. 
1°75 g. of sodium chloride was eliminated within 
3 hours along with 766 c.c. of urine after inges- 
tion of 1 litre of water. No correlation could be 
seen between the haemoglobin concentration or 
total plasma protein and the maximum rate of 
urine flow per minute or total output of urine in 
3 hours after ingestion of 1 litre of water (Table 2). 


DISCUSSION 


The water tolerance test has shown that in both 
healthy and diseased subjects, the pattern 
of diuresis was almost the same. The peak diu- 
resis occurred at 90 minutes in both the groups 
though the average maximum urine flow per 
minute was only 6 c.c. in the diseased group. The 
diseased individuals eliminated approximately 77 
per cent of the ingested water within 3 hours. In 
two of the patients the elimination was more than 
100 per cent and in two, only 40 per cent of the 
ingested water. The average would have been 
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higher in the 8 patients, if the two patients show- 
ing reduced diuresis were excluded. The investi- 
gations of McCance (1947) had shown that there 
was no significant difference in the volume output 
of urine after a test dose (1200 c.c.) of water, by 
the well-nourished and undernourished subjects. 
The results of the present work show that in 
the majority of ill patients (Table 2) tolerance to 
a test dose of water was not abnormal. In patients 
with low haemoglobin and total plasma protein 
concentrations the maximum urine flow per 
minute or the total output of urine in 3 hours was 
not smaller than in those with higher haemoglobin 
and total plasma protein concentrations. 

It has been proved that it is not the water 
which is ingested that is excreted within a short 
time but after being absorbed the ingested water 
replaces the tissue water which is excreted (Havesy 
and Hoffer, 1934). When water is ingested in 
large volume, it goes into the tissue spaces, and 
dilutes the salts retained there. 

The results showed that after ingestion of 1 
litre of water an average of 1°7 g. and 1°75 g. of 
chlorides as sodium chloride were excreted within 
3 hours in the healthy and diseased individuals 
respectively. More ingestion of water, 5 or 6 litres, 
in 24 hours, would have resulted in the depletion 
of more chlorides from the tissue water with addi- 
tional elimination of water, causing dehydration in 
the subjects. It was observed that in the 2 patients 
with anaemia and cirrhosis of the liver, favouring 
retention of salts and water, the ingestion of 1 
litre of water acted as a diuretic, as the output 
(in 3. hours) of urine and chloride was much in- 
creased. 

Mercurial diuretics are commonly used in the 
treatment of oedema of non-renal origin. These 
act by inhibiting the tubular reabsorption of water 
and chlorides. Aminophylline acts as a diuretic in 
the same manner but it also increases the effective 
renal blood flow and glomerular filtration. Vogl 
and Esserman (1951) have recommended parenteral 
administration of aminophylline to sustain the 
diuresis initiated by mercurial diuretic and to 
allow a safe spacing of mercurial injections. 
Ammonium chloride is usually given for 2 or 3 
days before the injection of mercurials. The effect 
of these diuretics on the total output of urine and 
chlorides have been studied in one case of nutri- 
tional oedema. Aminophyliine was found to be 
effective in increasing the urinary excretion of 
water and chlorides. But mersalyl proved more 
potent: The first injection of mersalyl helped the 
patient to get rid of 16 g. of chlorides and 2 litres 
of water. After the 4th injection, the output of 
chloride was only 3°5 g. indicating a fall in the 
concentration of plasma chlorides, which probably 


accounted for the diminished diuresis. The admi- 
nistration of ammonium chloride not only restored 
the diuretic effect of mersalyl but in subsequent 
days it showed a marked potentiating effect. 


The excretion of chlorides was also increased. 
The injection of mersalyl at a long interval with 
aminophylline and ammonium chloride in between, 
caused a profuse diuresis, depleting the body of 
more than 34 litres of oedema fluids within 24 
hours. The results suggest that aminophylline and 
ammonium chloride not only help in sustaining the 
diuretic effect of mersalyl for several days but also 
potentiate its diuretic activity. 


SUMMARY 


The response of the kidney, in health and 
disease, to an increase in the water content of the 
body caused by ingestion of 1 litre of water has 
been studied. The results showed that the healthy 
subjects eliminated an average of 908 c.c, and the 
diseased subjects eliminated an average of 766 c.c. 
of urine within 3 hours after the ingestion of | 
litre of water. The peak diuresis occurred at 90 
minutes in both the groups. 

No correlation could be seen between the 
haemoglobin or the total plasma protein concen- 
tration of blood and maximum urine flow per 
minute or total output of urine in 3 hours after 
ingestion of 1 litre of water. 


The test dose of the water eliminated within 3 
hours an average of 1°7 g. and 1°75 g. of chlorides 
(as sodium chloride) from the body fluids of the 
healthy and the ill subjects respectively. 
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VITAMIN D, IN TUBERCULOSIS 


P. K. GHOSH, (CAL.), F.R.c.P. (ED.) 


Department of Tuberculosis & Chest Diseases 
R. G. Kar Medical College, Calcutta 


Vitamin D in large doses has been used in the 
treatment of skin tuberculosis (lupus vulgaris) 
with success both in France and England. It has 
also been used with varying success in lymph- 
node tuberculosis. Few have used it in lung tuber- 
culosis. Fielding and Maloney (1951) have re- 
ported beneficial effect with calciferol in 7 cases of 
lung tuberculosis. But they also used streptomycin 
and para-amino-salicylic acid along with it. The 
question arises whether vitamin D has any tuber- 
culostatic action in clinical practice, comparable in 
any way to the three recognised antituberculous 
drugs, streptomycin, isonicotinic acid hydrazide 
and para-amino-salicylic acid. With a view to find 
an answer, the effect of vitamin D was studied in 
23 tuberculous cases—3 had involvement of the 
lung only, one lung and bone, four lung and lymph 
node, and fifteen had only lymph node tuberculosis. 
The study was continued over a period of nine 
months (October, 1955 to June, 1956). The effect 
of vitamin D on serum calcium level was also 
studied. 

There are at least ten different substances 
which possess vitamin D activity. Of these two, 
viz., D, and D, are important. D, is obtained by 
irradiation of ergosterol which is obtained from 
plant kingdom. D, is obtained by irradiation of 7- 
dehydrocholesterol which is obtained from animal 
sources. These two vitamins, D, and D,, behave 
differently in different animal species but their 
action is similar on human beings. In our work, 
vitamin D, was used in a very pure form. 600,000 
i.u. in oil was injected intramuscularly in adults 
once a week for 4 injections and thereafter once in 
a fortnight. Later as toxic symptoms were absent, 
the same dose was injected at weekly intervals 


all through. A proportionately smaller dose was 
used in children. 


CLINICAL IMPROVEMENT 


Pulmonary tuberculosis—There were eight 
cases of pulmonary tuberculosia in our series. 
Three had only pulmonary disease, one had pul- 
monary disease plus osteomyelitis, and 4 had pul- 
monary plus lymph node tuberculosis. All the 
eight cases had bilateral disease—five had far 
advanced and three had moderately advanced 
disease. During the nine months’ observation 
period, the weight gain was noticed in the latter 
three patients only. 


It has been mentioned (Heaf and Rusby, 1948) 
that in the presence of pulmonary disease calci- 
ferol (vitamin D,) may cause an exacerbation of 
the disease or haemoptysis. No exacerbation, 
clinical or radiological, was noticed in our series 
of eight cases. Three had haemoptysis—one 3 
days after the 13th injection, one 4 days after the 
2nd injection, the third had slight haemoptysis 
4 days after the 5th injection, The haemoptysis 
did not recur with subsequent injections. Case 2, 
an indoor case for over 24 years, had been a chronic 
bleeder. He had haemoptysis on very many occa- 
sions, and the haemoptysis after D, injection in 
his case was mild. ‘The third case also gave a 
history of previous haemoptysis—2 years before 
this one. These haemoptyses could not be ascribed 
to the use of the drug for several reasons. They 
occurred 72-96 hours after the injection, were mild, 
and did not recur for the second time in the same 
patient even though the injections were continued 
many times after the haemoptysis. 


Some radiological improvement was noticed 
during the nine months. Some clearing of exuda- 
tion and tendency to fibrosis was noticeable but 
there was no marked improvement. In one case 
(Case 3) of miliary tuberculosis in an infant one 
year old, the disease came to a stationary stage 
after 3 months of INH and SM—he developed 
difficulty in passing urine and marked constipa- 
tion. INH and SM were stopped. D, was given 
by injection—300,000 units once fortnightly for 
44 months (9 injections)—it further localised the 
disease and arrested it but did not cause complete 
disappearance of opacities. 14 days after the 9th 
injection, he got puffiness of the face and solid 
oedema of the feet. Urine contained a little albu- 
men, but no casts. The blood biochemistry 
showed: protein 44g. per cent, albumen 2’6 g. 
per cent and globulin 1°8 g. per cent. On stopping 
the injection, the puffiness and oedema disappeared 
gradually. 
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Lymph node tuberculosis—On tuberculous 
lymph nodes D, had marked beneficial action. 
Each case was tuberculin tested and found posi- 
tive. The chest was x-rayed before starting treat- 
ment. Twentyone cases began the treatment, 
one discontinued after one, and another after two 
injections. Nineteen cases completed the treat- 
ment—of them 4 had also lung tuberculosis, fifteen 
had only lymph node tuberculosis. Except Case 
15, the remaining eighteen cases benefited in vary- 
ing degrees. In 3 cases the nodes had completely 
or almost completely disappeared, in 9 cases they 
had been reduced to half or less than half their 
original size, and in 6 cases they had been reduced 
by about a quarter of their size. Only in Case 15 
there had been almost no change. In 3 cases where 
discharging sinuses were present, all healed 
with D,. 

Case 5—A youth, 17 years, had been suffering 
from generalised enlargement of lymph nodes for six 
months. He had nodes on both sides of neck, axillae 
and inguinal regions and also had episcleritis. After 9 
injections the lymph nodes had almost disappeared, 
Episcleritis had disappeared after 4 injections. There 
was moderate gain in weight (6 Ib.). 

Case I18—A girl, 13 years, had been suffering 
from enlargement of lymph nodes for four years. Two 
years ago her mother died of tuberculous meningitis 
in a hospital. She had large lymph nodes and many 
discharging sinuses in the right neck, a few small nodes 
in the left neck, and a big Inmp of lymph node of the 
size of a hen’s egg in her right axilla. X-ray of the 
lungs was negative. After 10 weekly injections of 
vitamin D, her lymph nodes became much smaller, and 
the sinuses had mostly healed, the lump in axilla was 
smaller, but was still big. INH in 200 mg. daily dose 
was given orally after the 10th injection. After another 
month and a half the sinuses healed completely. The 
lump in the axilla still remained. 

Case 19—A young school teacher, 26 years, had been 
suffering from enlarged lymph nodes in her axillae and 
groins for over 4 years. She had two operations for dis- 
secting out the lymph nodes in her left axilla and her 
right groin. She had several courses of SM and PAS. 
When the lymph nodes again enlarged, she was given 
8 weekly injections of vitamin D,. The glands sub- 
sided, and she had no complaints for over six months 
afterwards. 


Osteomyelitis—There was only one case of 
tuberculous osteomyelitis with sinuses in the right 
leg in a young married girl of 26 years, who had 
also bilateral lung tuberculosis, She was an indoor 
patient, had bone tuberculosis for 24 years and 
was treated with SM, PAS, INH and plaster jacket 
for 21 months. She was afebrile and in good 
health. She was later treated with 18 weekly in- 
jections of D, between 20-10-55 and 9-5-56. X-ray 
of the chest showed some improvement and the 
bone changes were slightly better. There was a 
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sequestrum in the fibula and multiple areas of rare- 
faction in the tibia (like Brodie’s abscess). After 
D, injections there was no change in the seques- 
trum but the areas of rarefaction seemed to be 
smaller in size. The overall effect in this one case 
of bone tuberculosis was slight. 


SEDIMENTATION RATE 


With clinical improvement, the sedimentation 
rate (Westergren method) decreased progressively. 
In one case (Case 7) the E.S.R. decreased from 
106 mm. to 15 mm. in first hour in the course of 
2 months. 


D, was incapable of controlling the tempera- 
ture except in one case. In both pulmonary and 
glandular tuberculosis accompanied with fever, 
when the latter did not subside with 4 injections 
of D,, streptomycin was tried, and the tempera- 
ture usually dropped down to normal. In only one 
case in a young boy 3 years (Case 5) with marked 
cervical adenitis and slight fever 4 weekly injec- 
tions of 300,000 units of D, were given. The tem- 
perature persisted. The dose was doubled— 
600,000 units fortnightly and the temperature 
returned to normal after 2 injections and remained 
so thereafter. Because of the supposed toxic action 
of high dose of vitamin D, this performance was 
not repeated on other cases. The general impres- 
sion is, however, that D, has no effect on tempera- 
ture. 


CaLcIuMmM METABOLISM 


The effect of D, on serum calcium level in the 
above group of patients was studied. In the esti- 
mation of blood calcium the method of Kramer 
and Tisdal was followed. At first 1 ml. of the 
serum was used, this seemed to give comparatively 
high figures. So 2 ml. of the serum was used 
in all later estimations. The serum calcium level 
was studied on 44 occasions in 11 cases ; and this 
forms the basis of our present observation. ‘The 
same patient’s blood at the same time intervals on 
different occasions was also studied. A preliminary 
estimation of the serum calcium level of all the 
eleven patients was undertaken before adminis- 
tration of vitamin D,. Thereafter the level of 
serum calcium was studied 2 hours after adminis- 
tration of D, on 9 occasions, 4 hours after on 
eight, 24 hours after on nine, 48 hours after on 
eight, 72 hours after on five and 96 hours after 
on five occasions. At 2 hours the average rise was 
0°92 mg. per 100 c.c. serum, the lowest being 
0°1 mg. and highest 1°5 mg. At 4 hours the figures 
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were respectively 1°1, 1°0 and 2°1 mg.—at 24 hours 
they were 1°16, 0°7 and 1°7 mg.—at 48 hours they 
were 1°5, 0°7 and 3°3 mg.—at 72 hours they were 
1°8, 1°6 and 2°4 mg.—at 96 hours they were 1°6, 
1°2 and 2°4 mg. In none of the 44 separate estima- 
tions a steep rise of calcium was noticed. However 
in none of these patients calcium was administered 
in any form, orally or parenterally along with 
vitamin D. 


TABLE 1—SHOWING SERUM CALCIUM RISE IN MG. PER 
100 ¢.c, AFTER ADMINISTRATION OF VITAMIN D, 
{Column 2 shows serum calcium level (mg. per cent) 
before vitamin D, administration] 


Serum calcium rise in mg. per 100 c,c. after 


2 hrs. 4hrs. 24hrs. 48hrs. 72 hrs. 96 hrs. 
at 


Case 1 88 — 1-1 1-0 2-4 
1-0 16 
2-1 
Case 2 98 — 0-8 
Case 3 88 1-4 _ 
Case 4 105 — 1:3 
Case 5 80 — 1:3 16 0-7 
1-2 1-7 
1-4 
Case 6 82 155 1-0 _- 3-0 2-4 2-4 
12 1:2 3-0 1-9 
10 
Case 7 88 — 0-9 
Case 8 85 1-4 _ 1:3 — 1-6 1:2 
13 1-4 15 
17 
Case 9 86 05 — 1-2 13 
0-8 
Case 10 92 — 0-7 
Case ll O91 — 0-7 1-1 
Average 89 092 I-1 1-16 1/5 18 16 


In clinical rickets (man) the administration of 
vitamin D does not raise the calcium level, but 
raises the inorganic phosphate level of the blood 
plasma. However, it is claimed by some authors 
that if vitamin D is administered in large doses (as 
in the series under review) plasma calcium level 
may attain a high level—as much as 22 mg. per 100 
c.c. (Sollman, 1948). It may also cause anorexia, 
vomiting, apathy, stupor, impaired renal function 
and calcification of soft tissues. In the series under 
review there was no toxic manifestation clinically 
in any of the 23 cases though: 600,000 units of 
vitamin D, were administered weekly for consecu- 
tive weeks in many cases. Urine was examined 
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systematically and no albumen or casts ever 
appeared, nor was there any complaint of oliguria 
in any case. The serum calcium level did never 
rise by more than 3°3 mg. per 100 c.c. and the 
lowest was 0°'l mg. per 100 c.c. An average rise 
of 0°92 mg. per 100 c.c. at the end of 2 hours, 1'1 
mg. at the end of 4 hours, and 1°16 mg., 1°5 mg., 
1°8 mg. and 1°6 mg. at the end of 24, 48, 72 and 
96 hours respectively was noticed, The average 
maximum rise was 1°8 mg. at the end of 72 hours 
with a close second of 1°6 mg. at the end of 96 
hours. Thus after administration of large doses 
of vitamin D, (600,000 units) parenterally, there 
was only a slight rise of serum calcium level. This 
slight rise may explain the absence of toxic symp- 
toms in our series, 


The vitamin D commercially prepared is a mix- 
ture of various substances—some toxic, some 
non-toxic. One derivative of vitamin D, dihy- 
drotachysterol (also known as A.T. 10) raises 
serum calcium level almost as much as does para- 
thyroid hormone. ‘Toxisterol has both toxic and 
calcifying properties greatly disproportionate to 
its antirachitic action. Again the toxic symptoms 
are not necessarily parallel to the calcium level. If 
it is possible to obtain the antirachitic substances 
in the purest form, and also to prevent their 
decomposition to more toxic forms with storage, 
administration of high doses of vitamin D is not 
likely to cause toxic symptoms, hypercalcaemia, 
decalcification of bones and metastatic calcification 
in soft tissues. -It is believed that vitamin D, used 
in this series was a purified substance and conti- 
nued administration of this product in high dosage 
was therefore unaccompanied by either toxic mani- 
festations or high serum calcium level. 


ACTION OF VITAMIN D, ON TUBERCULOSIS 


Reports by Charpy (1943) and Dowling et al 
(1948) on the efficacy of large doses of vitamin D 
in the treatment of lupus vulgaris attracted wide 
attention. Their results were confirmed by other 
workers. Soon vitamin D was employed in other 
forms of tuberculosis with varying results. It was 
employed in tuberculous peritonitis (Ellman and 
Anderson, 1948) and in lymph node, bone, endo- 
bronchial and lung tuberculosis. Among these latter 
types gland tuberculosis benefited most from vita- 
min D. Of our 19 gland cases, 12 or 63°5 per cent 
recorded marked improvement, 6 or 31°5 per cent 
recorded some improvement and only one (5%) 
did not record any improvement. Some of these 
cases had previous treatment with SM, PAS, 
and/or INH, and had recrudescent diseases. These 
cases also benefited with vitamin D,. 
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There is however a good deal of uncertainty 
regarding the effect of vitamin D on pulmonary 
tuberculosis. Some have categorically condemned 
its use in this condition (Editorial, Brit. M. J. 1: 
128, 1951) some have reported exacerbation 
of disease, and haemoptysis (Heaf and Rusby, 
1948). A few have reported considerable shrink- 
ing of cavities in 6 of 7 cases, and a remarkable 
degree of resolution and contraction of the infil- 
trative lesions at least in 3 cases on a combined 
treatment with streptomycin, PAS, and calciferol. 
In our eight pulmonary cases which were chronic 
and advanced, vitamin D, used alone never pro- 
duced extension or exacerbation of disease—rather 
there was some clearing (resolution) of exudation 
and tendency to fibrosis—but these latter processes 
were not of such an order as to arouse a great hope 
of its general beneficial effect on pulmonary tuber- 
culosis. 

The action of vitamin D on _ tuberculosis 
remains yet undetermined. Nobody has claimed 
any bactericidal or bacteriostatic action.. An initial 
phase of vascularisation and exudative reaction 
with activation of disease during the first two or 
three weeks has been observed—an effect compar- 
able to that produced on exposure to ultraviolet 
light, or to the focal reaction when tuberculin is 
injected—an effect which has been described by 
Dowling et al (1948) as ‘Herxheimer-like’ re- 
action. This is followed in 5 to 8 weeks’ time by 
the second phase of histiocytic and fibroplastic pro- 
liferation causing ‘strangulation’ of the tubercul- 
ous processes and healing. This first phase of vas- 
cularisation and exudative reaction is known and 
has been viewed with great anxiety in pulmonary 
tuberculosis as likely cause of haemoptysis and of 
bronchial spread or of spread by contiguity. It 
has also been argued that if SM, PAS or INH 
either alone or in combination be given simultane- 
ously with vitamin D, the initial vascularisation 
will help the drugs to be concentrated more in the 
diseased tissue and thus check the disease process 
more effectively and more quickly, Vitamin D is 
thus regarded as a useful ancillary in the treat- 
ment of tuberculosis. But it has recognised bene- 
ficial effect in cases of gland and skin tuberculosis 
even in the absence of other anti-tuberculous 


drugs. 


SUMMARY 
The effect of a purified product of vitamin D, 
on the course of tuberculous disease was studied 


for nine months. 

In eight chronic advanced pulmonary cases, it 
never caused exacerbation or spread of the disease, 
rather it had a slight ameliorating effect. Haemop- 
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tysis occurred only thrice in a total of 243 injec- 
tions in our series. 


On 19 gland cases, it had a marked beneficial 
effect. In nearly 64 per cent of cases, the glands 
were reduced to less than half their sizes, and in 
another 31 per cent they regressed definitely but 
not so remarkably. All the 3 sinus cases were 
cured within reasonable time. 


In 600,000 i.u. doses given weekly and paren- 
terally it never produced any toxic manifestations. 
Even in one case in a child of 4 years, 600,000 
units in weekly doses did not produce any un- 
toward effects clinically. 


Vitamin D, in high dose (600,000 i.u.) in human 
beings did not produce hypercalcaemia. In our 44 
estimations of blood calcium at different intervals 
after administration of vitamin D,, the highest rise 
was 3°3 mg. per 100 c.c. only in one case—the 
mean rise in the 44 cases was 1°3 mg. in 100 c.c. 
Calcium was not administered in any form during 
the trial period. Whether simultaneous adminis- 
tration of calcium to these patients would have 
raised serum calcium level by a higher amount 
remains unanswered. 
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The importance of intrapleural pressure is 
manifold in the proper execution of normal cardio- 
respiratory functions. Review of the literature 
brings to notice that this pressure is changed in 
pathological and modified physiological condi- 
tions. Scant attention has been paid to the deter- 
mination of intrapleural pressure on two sides of 
the chest of the same subject in health and in 
respiratory diseases. The displacement of the 
mediastinum to the side of obstructive atelectasis 
was ascribed to be due to more negative pressure 
(—40 cm. of water) as studied by Hableston 
(1928). Prinzmetal and Kountz (1935) stated that 
little was known about the pressure in the pleural 
cavity of the opposite side of the atelectatic lung 
in man and mentioned the importance of deter- 
mination of intrapleural pressure in such condi- 
tion whose classical symptoms may be mistaken 
for those of pneumothorax. Clark (1915) and 
Shattuck and Welles (1919) observed the intra- 
pleural pressure to be high and sometimes above 
atmospheric pressure in persons suffering from 
pleural effusion. Graham (1924) noted distur- 


bances in intrapleural pressure in cases of hydro- | 


thorax, intrathoracic tumour and pneumothorax. 
Prinzmetal (1934) observed intrapleural pressure 
to be more negative during asthmatic attacks. 
Kountz and Gruber (1929), Kountz and Hammonda 
(1932), Kountz et al (1932) and Christie (1934) 
observed the intrapleural pressure to be less nega- 
tive in patients with emphysema of the lung. 

It is the purpose of the present investigation 
to note changes in intrapleural pressure on the 
two sides of the chest of the same subject during 
inspiration and expiration in normal health and in 


patients suffering from plerisy with effusion, 
bronchial asthma, emphysema of the lung and 
cirrhosis of the liver with ascites, 


_ METHODS AND MATERIALS 


This investigation was carried out on patients 
of Nilratan Sircar Medical College Hospitals, 
Calcutta. Normal subjects consisted of healthy 
male patients admitted in the surgical units of the 
Hospital for minor operations. Most of the other 
patients were admitted under one of us (N.R.K.). 
Clinical and _ radiological investigations were 
carried out to exclude pulmonary lesions in cases 
selected as ‘normal subjects’. 


Intrapleural pressure was recorded successively 
on both sides of the chest at the same sitting. 
The subject lay supine with arms by the side of 
the chest and head supported on a pillow. 
Saugman pattern of artificial pneumothorax 
needle was introduced in the fourth intercostal 
space in the anterior axillary line with proper 
aseptic precaution and after anaesthetization of the 
local parts. The needle was connected to (a) the 
water manometer of Lilingston and Pearson pneu- 
mothorax apparatus and to (b) a tambour, the 
vibrations of which were graphically recorded. 
This recording was correlated with simultaneous 
recording of movement of the chest by a pneumo- 
graph (Sen Gupta et al, 1957). The patients had 
no analgesics or hypnotics till the investigation 
was completed. 

The age and sex of the cases are given in 
Table 1 and the results of the investigation in 
Table 2. 


TaBLE 1—SHOWING AGE AND SEx oF THe CASES 


INVESTIGATED 
Age in years Sex 
Cases 21-30 31-40 41-50 5160 M. PF, 
Normal 8 3 23 
Left sided pleural 
effusion ee 2 1 _ 10 2 
Right sided pleural 
effusion 4 8 2 
During an attack of 
bronchial asthma 12 8 3 1 20 4 
Chronic. hypertrophic 
pulmonary emphy- 
sema 4 8 15 1 
Cirrhosis of liver 
with ascites 8 6 15 2 
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TABLE 2—SHOWING INTRAPLEURAL PRESSURE IN CM. OF WATER DURING INSPIRATION AND EXPIRATION ON BOTH 
StDEs oF THE CHEST IN SomME RESPIRATORY DISEASES 


RIGHT PLEURAL CAVITY LEFT PLEURAL CAVITY 


Expiration 


Inspiration Expiration Inspiration 
Normal subjects (23) — 11-044 0-35* 5434037 — 9434031 ~ 3-26 + 0-25 
Left sided pleural effusion (12) — 6254063 — 20 +036 + 7:1641-13 +9254+1-15 
Right sided pleural effusion (10) + 79 +1:39 +105 41-8 — 63 +07 —2:2+1:13 
During an attack of bronchial asthma (24) — 16-20+0-6 — 1:70+0-49 — 13°12 + 0-42 —1:12+0-36 
Chronic hypertrophic pulmonary emphysema (16) 7-0 +0-51 — 343+0°56 — 5°06+0°51 — 1814022 
Cirrhosis of liver with ascites (17) — 60 +037 + 0:29+0-51 — 36 +041 +064 + 0°46 


Figures in parenthesis indicate number of subjects investigated. *Indicates mean with standard error of the mean. 


DISCUSSION 


Intrapleural pressure was measured at the 
same sitting first on one side then on the other. 
In normal subjects the intrapleural pressure was 
less negative on the left side compared to that on 
the right. The difference was about —2 cm. of 
water and it was present at both inspiratory and 
expiratory phases of the respiration. The medias- 
tinal structures are situated more on the left than 
on the right side of the chest. The left pleural 
cavity is thereby encroached upon by these struc- 
tures. This fact may explain the difference in the 
intrapleural pressure of the two sides, 

In pleural effusion as the fluid accumulates in 
the pleural cavity, the intrapleural pressure of the 
affected side becomes less negative and may even 
be positive. This pressure change is transmitted 
to the other side making its pressure less negative. 
Shifting of the mediastinal structures to the healthy 
side, thereby encroaching on its pleural space 
would also help in making its pressure less nega- 
tive. 

During an attack of bronchial asthma, the 
intrapleural pressure becomes markedly negative 
during the inspiratory phase of the respiration, 
but the pressure is.less negative than normal dur- 
ing the expiratory phase. In bronchial asthma due 
to bronchiolar spasm there is difficulty in the entry 
of air into the lungs and the expansion of the 
lung (with visceral pleura attached to it) lags be- 
hind that of the thoracic cage and diaphragm (with 
parietal pleura attached to them). This mechan- 
ism may explain the high negative pressure during 
the inspiratory phase of the respiration in cases 
of bronchial asthma. During expiration, the defla- 
tion of the lungs is hampered by the bronchospasm 
amd the thoracic cage is rather pressed over the 
inflated lungs, making the negative intrapleural 
pressure markedly less than normal. 


In chronic hypertrophic pulmonary emphy- 
sema, the intrapleural pressure was less negative 
than normal in both the sides. The diminution 
of negative pressure was more pronounced during 
inspiration than expiration causing lessening of 
the pressure difference between the inspiratory 
and expiratory phases of the respiration. The 
diminished elasticity of the distended lungs in 
emphysema is responsible for lowering of the nega- 
tive intrapleural pressure. 

In cirrhosis of the liver with ascites the intra- 
pleural. pressure is less negative than normal on 
both the sides. The raised diaphragm encroaches 
on the pleural space and the respiratory excursion 
of the diaphragm is less in ascites. 


SUMMARY 


Intrapleural pressure was determined at the 
same sitting on both sides of the chest in normal 
subjects and in patients suffering from pleural 
effusion, bronchial asthma, emphysema of the 
lungs and ascites due to cirrhosis of the liver. 

There was significant difference of pressure in 
two sides of the chest of normal subjects. 

In pleural effusion the intrapleural pressure 
was less negative on the affected side. 

During an attack of bronchial asthma the intra- 
pleural pressure was more negative than normal in 
inspiratory phase of respiration and less fiegative 
than normal in the expiratory phase of respiration. 

In emphysema of the lungs the intrapleural 
pressure was less negative than normal in both the 
sides and during both phases of respiration. 

In ascites also the intrapleural pressure was 
less negative than normal in both sides and at both 
phases of respiration. 

Possible explanations have been given for the 
intrapleural pressure changes in health and in the 
diseases investigated. 
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In a series of communications from this labora- 
tory (De et al, 1955) various aspects of riboflavin 
metabolism with Indian dietaries and their mini- 
mal requirements have been reported. It has been 
observed that 0°8 mg. of riboflavin per day is the 
minimal requirement for normal Indian adults. 


Riboflavin requirements have been known to 
vary with a number of physiological factors, as 
this vitamin is essential for promotion of growth 
and metabolism of cells (Green, 1946). Works of 
Polano and Dietl (1924) and Macht and Lublin 
(1924) have shown that the growth of yeast cells and 
lupine seedlings is retarded by secretions of women 
during menstrual period. Injection of blood serum 
from menstruating women has been found to pro- 
duce sluggish activity in rats (Machts and Davis, 
1934). This has been attributed to the presence of 


a toxin (menotoxin) which might be interfering 
with protein and fat metabolism as suggested by 
Reddy and Gupta (1949). It is not therefore un- 
likely that during menstrual period, the meta- 
bolism of riboflavin, which is connected with the 
growth and metabolism of tissues, might be inter- 
fered with in women during menstrual period. 
With this possibility, it was considered appro- 
priate to investigate this problem. In continua- 
tion of the previous studies on riboflavin require- 
ments from this department, the present investi- 
gation was carried out by determining the basal 
urinary excretion of riboflavin during menstrual 
period in women. 


EXPERIMENTAL DATA 


A group of nurses of regular menstrual habit 
was selected for the present investigation. They 
were kept on a standard diet comprising of 
cereals, pulses, potatoes, leafy vegetables and oils 
as reported in a previous publication (De et al, 
loc. cit.) so as to avoid any dietary influence on 
urinary excretions of the vitamin, 


Each subject was given 2 mg. test dose of ribo- 
flavin two to four days before the probable date 
of menstruation, after collecting the morning urine 
sample by catheterization. The total urine passed 
during the next 4 hours was also collected and the 
riboflavin content estimated by the microbiologi- 
cal method of Snell and Strong (1939) using L. 
casei (A.T.C.C. No. 7469) as the test organism. 
The test was repeated after giving 2 mg. test dose 
on the second day of menstruation and again two 
days after completion of menstruation. A few re- 
covery experiments with pure riboflavin added to 
urine samples were also carried out to ascertain 
that urine samples did not have any inhibitors or 
activators for the test organisms. 


RESULTS 


Riboflavin excretion and the test dose return 
before, during and after the menstrual period are 
shown in Table 1. 

It is evident from Table 1 that the basal ribo- 
flavin excretion was 0°115 ug/c.c. before the onset 
of the period, whereas this increased to 0°275 
ug/c.c. during and 0°391 ug/c.c. after the men- 
strual period. The 2 mg. test dose return of ribo- 
flavin in pooled 4 hours urine sample was found 
to be 1°498 ywg/c.c. before menstruation, 3°479 
ug/c.c. during menstrual period and 2°411 ug/c.c. 
after the period was over. 

Percentage excretion of the test dose of ribo- 
flavin was also found to be increasing gradually 
from 13°13 to 15°14 and to 21°54 during premen- 
strual, menstrual and postmenstrual periods! 
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TasLe 1—SHOWING THE AVERAGE RIBOFLAVIN EXCRETION 
AND Test Dose (Td) RETURN IN PREMENSTRUAL, 
MENSTRUAL AND POSTMENSTRUAL URINE SAMPLES 


RIBOFLAVIN EXCRETION Average 


percentage 


Before test dose After test dose 


Periods __ excretion of 
pg/c.c. Total ug. p~g/c.c. Total wg. test dose 
B Cc 
L 0-115 38-350 1-498 300-950 13-130 
Il. 0-276 22-600 3-479 325-400 15-140 
lll. 0-391 54-660 2-411 465-470 21-540 


N.B.—The percentage test dose return of riboflavin has 
(B—A) x 100 


been calculated by the formula: C=~——yq-— where 


Td represents the~test dose (2000 ug.); A represents the 
total basal excretion; B represents the total excretion 
after test dose; C represents the percentage of test dose 
excretion. 


DISCUSSION 


An analysis of the above data reveals that the 
basal excretion of riboflavin and that after the test 
dose increased gradually from period I (before 
menstruation) to period III (after menstruation), 
thereby indicating that the body requirement for 
this vitamin during menstrual period was de- 
creased and continued to do so for a few days after 
the period. Riboflavin is an essential Co-factor 
for the flavo-protein enzymes, responsible for 
oxidation-reduction process in the tissue cells. 
From the work of Macht and Davis (loc. cit.), 
it is evident that certain toxic substances, pro- 
duced during menstruation, inhibit the fermenta- 
tion of yeast. The sluggishness produced in 
women during the period may be due to the in- 
hibition of the flavo-protein enzymes, thereby 
affecting the requirement of riboflavin. The in- 
creased test dose return of riboflavin observed in 
the present experiment also lends support to this 
view. 


CONCLUSION 


Basal riboflavin excretion is increased during 
menstrual period in women. 


Percentage excretion of 2 mg. test dose of 
riboflavin increases gradually from pre to post- 
menstrual period. 


It is suggested that inhibition of flavo-protein 
enzyme by menotoxin might spare riboflavin for 
urinary excretion. Study of effect of selected anti- 
malarials and other drugs acting on flavo-protein 
enzyme system may throw further light on this 
issue. 
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PRACTITIONERS’ SERIES 


CO-ORDINATION OF ANTIMICROBIALS 
AND COLLAPSE THERAPY IN THE 
TREATMENT OF PULMONARY 
TUBERCULOSIS 


I. B. MAJUMDAR, 
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Ramakrishna Mission Free Tuberculosis Clinic 
Delhi 


The advent of antimicrobials has materially 
changed the outlook of tuberculosis and the con- 
cept of its management. Accepted modes of treat- 
ment required re-assessment and re-adjustment. 
With the improvement in the technique and skill 
and under the protecting umbrella of antimicro- 
bials, chest surgery has made great strides. Pre- 
ference for repeated needling of A.P., and 
crippling and deforming thoracoplasty has been 
replaced by radical resection. 


The efficacy of antimicrobials is well-established 
and all that is required is that they should be 
only used judiciously. The efficacy of collapse 
therapy has not however been so universally 
accepted and even in the pre-antimicrobial period 
when it used to be one of the most important 
modes of treatment many pleaded for its use only 
in properly selected cases. 


Pinner (1947) observed that bed-rest should be 
given a fair trial before starting collapse therapy 
as it was his belief that healing without collapse 
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if it could be achieved was preferable to healing 
under collapse because (i) no collapse therapy 
was without danger and (ii) collapse as a rule 
produced more functional impairment. Moreover, 
the general trend of the enthusiast of collapse 
therapy was to dwell mainly on the result in terms 
of sputum conversion and radiological improve- 
ment than taking the patient as a whole. As it 
was often seen that the patient in whom the 
collapse therapy had apparently achieved satis- 
factory result was unable to perform a few hours’ 
work or walk up a flight of stairs. 

Guiding principles for collapse therapy should 
rest on (i) potential instability of the lesion and 
(ii) relative vulnerability of the patient. So the 
need of collapse therapy in minimal lesions was not 
to be considered from the anatomical extent only 
—all lesions regardless of extent must be evaluated 
in terms’ of activity, dynamic status, potential 
development, bacteriological findings, systemic re- 
action—all these against the background of the 
multiplicity of factors that indicate constitutional 
make-up or the vulnerability of the patient. 
Essentially the same principle of observation 
should be applied to the patients who when first 
seen had one or two small cavities. Healing with 
closure of relatively small cavities was by no 
means infrequent on bed-rest regime. As long as 
cavities were seen to decrease in size and as long 
as pericavitary infiltration was seen to regress, 
collapse measure might not become necessary at 
all; if it had to be used later, conditions for 
successful collapse treatment had improved, the 
smaller the cavity was and more the infiltrative 
lesions had resolved or fibrosed. The principle 
ought to be to start collapse therapy at the earliest 
possible time when manifest natural healing ten- 
dencies have failed or ceased. The task to be 
achieved by collapse measure should be as small 
as possible. The contention that healing without 
collapse measures was less fraught with danger 
and less functionally crippling was not an argu- 
iment against collapse therapy as such but against 
unnecessary and premature collapse therapy. At 
the samé time it was unnecessary and unwise to 
demand a pre-collapse observation period in 
patients whose lesions were of such a nature that 
significant improvement or healing could not be 
expected. Again the patient’s constitutional 
characteristics must be considered in conjunction 
with the size and the location of the cavity, the 
extent and probable pathological nature of the 
associated lesions. The patient who in a brief 
observation period was likely to lose or worsen 
chances of recovery by collapse therapy was usually 
the patient who would not benefit by collapse. 
In mapping out a plan for treatment it seemed 


best not’to think in terms of any one special form 
of induced collapse, but to start with the broad 
decision that collapse was necessary. 


Matson (1947) concluded that it was a common 
observation that the majority of cases of pulmo- 
nary tuberculosis in the early and many in the 
moderately advanced stages recover as a result 
of the usual sanatorium regime provided they 
could be persuaded and were in a position econo- 
mically to continue the programme sufficiently 
long. The common default of bed-rest to fulfil 
the desired end-result in a large proportion of 
even moderately advanced cases, specially those 
with cavity formation, had incited the develop- 
ment of other methods of treatment. The fact that 
functional rest of the lung was the most im- 
portant detail of routine sanatorium care had 
naturally been a direct stimulus to develop means 
for providing additional rest to the lung and bring 
the walls of the cavity together so that healing 
may take place. 


Rubin (1948) thought that after the diagnosis 
of pulmonary tuberculosis had been made, the 
problems to be confronted with were: 


(1) Whether active treatment was required ? 

(2) If so, where should it be given? and 

(3) What should be the type of treatment? 

Answers to these would depend on: 

(1) The character of the disease 

(2) The facilities available at a particular place 

and 
(3) The age, sex, temperament, 

status and preferences of the patient. 


The mere presence of pulmonary tuberculosis 
may not call for active measures. The institution 
of these, presupposes either active or potentially 
active disease. The treatment of pulmonary tuber- 
culosis involved building up of the patient’s 
resistance against further spread of the disease at 
the same time that measures were applied towards 
the arrest of the tuberculous process itself. The 
one benefited from the other, both were carried 
out simultaneously, one did not displace the other. 
In the final analysis, the healing of pulmonary 
tuberculosis by absorption, fibrosis-and contraction 
of the diseased parts of the lungs and compensa- 
tory adjustment of the uninvolved parts, must 
come from within. No form of therapy, unless 


economic 


it aimed at the enucleation or sterilisation of the 
disease, was rational in the treatment of pulmo- 
nary tuberculosis if it failed to promote natural 
processes of healing. 

These were some of the observations made in 
the pre-antimicrobial era. Even then it had to be 
stressed that before resorting to collapse therapy 
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a period of observation with conservative methods 
was worthwhile. This applies with more emphasis 
at the present moment to the remarkable effects 
of the antimicrobials. On the other hand, some of 
the drawbacks of collapse therapy relating to com- 
plications and functional impairment can very 
well be overcome now with the proper admini- 
stration of antimicrobials and thereby enlarging 
the scope of collapse therapy. 


That the collapse therapy, temporary or per- 
manent, can be used with benefit in co-ordination 
with the antimicrobials is being accepted and 
practised by eminent workers in the international 
field. -Since the advent of the antibiotic era it 
could be successfully used in cases which were not 
formerly suitable for collapse therapy, viz., (1) 


cases of pulmonary tuberculosis which have been . 


bilateral from the beginning and in which one side 
greatly predominating, where antimicrobial 
therapy was able to provoke the regression of 
the areas of the disease on the less infective side, 
thus making pneumothorax possible on the other 
side ; (2) tuberculous patients whose general con- 
dition was poor; (3) certain acute or subacute 
miliary forms which were transformed into circum- 
scribed unilateral tuberculosis by chemotherapy ; 
(4) cases of caseous pneumonia or bronchopneu- 
monia which were transformed into chronic lesions 
justifying collapse therapy ; (5) some advanced 
and extensive fibrocaseous forms with respiratory 
insufficiency when treatment at the right time 
with antimicrobials improved the pulmonary func- 
tion considerably. 

Regarding the complications and end-results of 
artificial pneumothorax, pyothorax had become 
‘ rare and had benefited greatly in both general and 
local treatment by antibiotics. Data available, on 
more than one thousand cases treated with A.P. 
since the beginning of the antimicrobial era com- 
pared to similar cases treated before by collapse 
therapy showed clearly the favourable effects com- 
bined antibiotic therapy had, on the regress of 
A.P., on the frequency of complications and on 
the clinical and functional improvements. 


A. P. was the most physiological operation, it 
was most flexible and might be used at will on the 
whole lung if necessary. or on a part of it. A.P. 
was well supported even if applied to both lungs, 
it would and should be quickly perfected by early 
pneumonolysis which allowed the patient to return 
to society and start work again within a few weeks 
or months of the operation and it was reversible 
without causing any great change in the function 
of the lung. Some people complained that A.P. 
could cause empyema and irreversible collapse of 
the lung reducing considerably the respiratory 


function, but with improvement in the technique 
of A.P. there was no question of the functional 
deficit of this nature and with systematic Jaco- 
baeu’s operation together with therapy with com- 
bined antimicrobials, these complications became 
rare and serious contra-indications were less. 


The opportune time to treat a patient with col- 
lapse during a course of antimicrobials is difficult 
to assess. The right moment varies from one case 
to another—not too soon, not too late. Collapse 
therapy, however, should not be instituted before 
the perifocal reaction has cleared up (Aurbach, 
1955) because any interference with the routes of 
drainage of this reaction which surrounds the cen- 
tral core of inflammation will result in more of the 
products of the reaction being trapped in the 
alveolar spaces and thus result in larger areas of 
eventual fibrosis. The two most important factors 
which interfere with elimination of perifocal 
reaction are: (1) Development of tuberculous 
foci in the neighbouring region, (2) The institu- 
tion of collapse therapy. After the perifocal re- 
action had cleared up or cavity wall or capsule 
surrounding the focus had already become 
thickened, no benefit would be derived by con- 
tinuing antimicrobials only. 

Crafoord (1954) in discussing the place and 
choice of surgical intervention in pulmonary tuber- 
culosis treated with antimicrobials observed that 
the great hope in the beginning of the antimicro- 
bial era was that, especially within the group of 
recent lesions where adequate antimicrobial treat- 
ment was instituted, it would be possible to arrest 
the disease by conservative treatment alone. This 
has not been fulfilled. In a number of cases defi- 
nite healing was expected because of favourable 
response to antimicrobials, but there were serious 
lapses after antimicrobials were suspended. ‘The 
new spreads often did not respond well the second 
time to antimicrobials. Because of this, in“many 
such cases temporary treatment by collapse is con- 
tinued as a safety measure. Thus antimicrobial 
treatment has opened up a new condition for tem- 
porary collapse treatment, to give relaxation to 
that part of the lung which had been the site of a 
non-destructive but relatively widespread tuber- 
culosis process with apparent arrest due to anti- 
microbials. There was a tendency to follow this 
indication in a larger number of cases with less 
widespread but recent lesions. This was because 
of the fact that antimicrobial treatment reduces 
the percentage of complications in this group 
practically to zero. 

As regards the scope of permanent collapse, 
Crafoord (1954) drew attention to the fact that 
“Encouraged by good primary results there were 
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even voices pleading that crippling thoracoplasty 
should be completely abandoned in favour of re- 
section. Late results in these resected groups 
were not always as good as in the primary ones. 
The post-operative morbidity and mortality of 
these series did not compare favourably with large 
series of thoracoplasties’’. 


In this regard Toerning (1954) was of the 
opinion that ‘‘Intrapleural and extrapleural pneu- 
mothorax were indicated for disease of recent 
origin and moderate total volume where tem- 
porary collapse was considered sufficient. Thora- 
coplasty was preferable in most cases where the 
type and extent of the disease called for per- 
manent collapse. Resection had not been proved 
to be superior to temporary collapse in minimal 
disease of recent type’’. 


Decker et al (1955) im assessing the results of 
co-ordination of chemotherapy and resection drew 
the conclusion from their experience with resec- 
tion of closed lesions residual after chemotherapy, 
that perhaps it would ultimately be shown that 
they need not be removed. Therefore, it seems 
practical to explore vigorously the value of adjunc- 
tive collapse measures early in chemotherapy. 
These might include bed-rest, pneumoperitoneum 
and perhaps even a revaluation of A.P. Monaldi’s 
drainage with and without thoracoplasty proved 
to be of value in effecting closure of huge cavities 
during chemotherapy. If by these methods it was 
possible to close a cavity before drug resistance 
had developed conversion to the closed negative 
state could be expected. 

These observations show that even in this so- 
called drug and resection era the benefit of collapse 
therapy in co-ordination with antimicrobials may 
be made available to the patients suffering from 
pulmonary tuberculosis with good advantage. 


—Paper read at the III Delhi State Medical Confer- 
ence, December, 1956. 
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Some skin lesions are local reactions to 
infections or injuries, others indicate the presence 
of disease, including emotional disturbances, It 
is a recognised fact today that psychological fac- 
tors play a causative part in many forms of derma- 
tological disorders. The skin becomes the organ of 
expression, the site of physical reactions to psychic 
tension. Bolgert and Soule (1955) who have 
made a clinical and psychosomatic study of 200 
cases of psoriasis state that psychological factors 
play a causative part in virtually every attack of 
psoriasis. These factors may be exogenous, con- 
sisting of emotional trauma arising out of per- 
sonal relationship, or endogenous in the case of 
patients possessing a particular mental constitu- 
tion or a hereditary predisposition to psoriasis, 
and they may exist separately or in various com- 
binations. They noticed that attacks of dermatosis 
were frequently precipitated by psychic disturb- 
ances of various kinds. 

Rauwolfia serpentina has been tried by several 
workers for its tranquillising effects in various ° 
psychiatric disorders with very satisfactory 
results. Wilkins (1953) reported on the increased 
sense of well-being of the patients and on the 
ability of the drug to decrease neurotic symptoms. 
Kline (1954) also reported extensively on the 
satisfactory use of the drug in neuropsychiatric 
conditions. Genest et al (1955) reported that they 
found Rauwolfia serpentina extract invaluable in 
the treatment of severe degree of psoriasis. Hol- 
gate and Barlow (1956) concluded that the history 
of psoriasis varied so widely that it was of necessity 
dificult to draw conclusions from the small num- 
ber of cases they observed. However, they felt 
that ‘‘the results of treatment are not significant 
enough to suggest that reserpine appreciably modi- 
fies the course of psoriasis’, whereas Rein and 
Goodman (1955) reported satisfactory results with 
reserpine in dermatological disorders. 

In view of the recent work of Rindani (1955) 
on the use of the reserpine-free extract of Rau- 
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wolfia serpentina in stress which clearly proves 
the existence of other tranquillising principles in 
Rauwolfia serpentina besides reserpine, we de- 
cided to undertake a study to assess the tranquil- 
lising effect of the total alkaloids of Rauwolfia ser- 
pentina (Serpina) in various itchy dermatoses. In 
addition to reserpine it contains several other 
alkaloids. 


Mopr or ACTION AND DOSAGE 


It acts by reducing the activity of the sympa- 
thetic regulating centre. This is achieved by the 
inhibition of different impulses which activate 
these centres. 

The dose used was 1 tablet of serpina (4 mg. 
of total alkaloids) three times a day. 


SELECTION OF PATIENTS 


All patients were adults, of both sexes. Some 
cases had received previous treatment with other 
drugs and others were fresh cases. The forms of 
dermatosis selected for study and the number of 
cases in each are shown in Table 1. 


RESULTS 


The results of therapy were observed from two 
aspects (1) subjective improvement and (2) objec- 
tive improvement. 

Subjective improvement—Evaluating the tran- 
quillising effect of a drug on emotional stimuli is 
bound to be very difficult as it is based on subjec- 
tive statements by the patient. However, when 
these spontaneous statements of well-being are 
compared with the statements of patients not 
receiving the drug it is possible to get an objective 
angle on these statements. 

Out of a series of 42 patients, within 8 to 15 
days of treatment, 34 spontaneously reported 
marked amelioration of their symptoms. They 
stated that there was diminished pruritus and that 
they could now enjoy undisturbed sleep at night. 
Though the marked relaxing and tranquillising 
effects of the drug were apparent, though the 
anxiety which is both the cause and effect of the 
disease was allayed, no patient complained of 
drowsiness or an inability to concentrate. Ip 
diseases like pruritus ani and neurodermatitis, 
subjective improvement is most significant to the 
patient as he is more worried by the itching than 
by the appearance of the skin. 

Objective improvement—The evaluation of 
objective improvement was made on the basis of 
increase or decrease in erythema, excoriation and 
size and extent of the lesions.. The results noted 


in various dermatoses are shown in Table 1. 
3 


Tassie 1—RESULTS IN VARIOUS FORMS OF DERMATOSIS 


Improvement 


Psoriasis . 10 9 4 
Lichen planus . 5 4 
Neurodermatitis 7 6 4 
Pruritus ani a 4 4 
Seborrhoeic dermatitis ... 6 4 1 
Acne rosacea Sr 1 1 
Atopic dermatitis 7 5 1 


Side-effects—The side effects noted during the 
course of treatment were nasal congestion, gastro- 
intestinal disturbances, bradycardia and gain in 
weight. None of these were severe enough to 
necessitate discontinuation of therapy. No fall of 
blood pressure was noticed in normotensive 
patients. It is significant to point out that in none 
of our series did we notice a feeling of depression 
or any other psychiatric complication, 


DISCUSSION 


Psoriasis—In concurrence with various authors 
we have observed that improvement was so consi- 
derable that it could not be explained by the natural 
remission of the disease. Scaling became less, 
there was diminished redness and thickness of the 
psoriatic plaques and lesions gradually regressed. 
Though marked improvement was obtained within 
3 months of treatment in none of the cases was the 
regression of the lesion complete with Rauwolfia 
serpentina alone. 

Neurodermatitis and pruritus ani—The res- 
ponse to treatment was very good. Within eight 
days patients observed improvement in subjective 
symptoms. 

In lichen planus, seborrheic dermatitis and 
atopic dermatitis though subjective improvement 
was observed, the objective improvement was 
minimal, In these disorders this drug can be used 
only as an adjuvant to other dermatological 
measures. 


SUMMARY 


Rauwolfia serpentina was used in 42 cases of 
various skin disorders. Marked subjective im- 
provement was noted in 34 cases and objective im- 
provement was noted in 17 cases.* 


*From a paper read at the Scientific Session of the 
33rd All-India Medical Conference, Trivandrum, Decem- 
ber 1956, - 
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EAR, NOSE AND THROAT EMERGENCIES 
IN GENERAL PRACTICE 


G. LAKSHMIPATHI, ss., D.L.o. 
Department of Otolaryngolo 
Andhra Medical Collece 
Vishakhapatnam 


In an emergency there is usually no oppar- 
tunity to consult a colleague or a specialist in 
the line, and such occasions are not few nor far 
between in the professional life of any practi- 
tioner. 

However, real emergencies in ear, nose and 
throat diseases are few and only the absolute 
emergencies peculiar to the speciality will be con- 
sidered under different heads, viz., injuries, 
haemorrhage, foreign body, irflammation and mis- 
cellaneous. 

INJURIES 

Ruptured tympanic membrane—This is com- 
monly observed during Deepavali season and other 
festivities when a cracker bursts close to the ear 
and due to the pressure disturbances set up in the 
surrounding atmospheric air the ear drum bursts. 
Sometimes in petty quarrels when one slaps 
another on the ear or when a teacher chides the 
pupil by slapping on the ear the same pressure 
disturbances in the external auditory canal pro- 
duce a ruptured tympanic membrane. This can 
also occur in ill-directed attempts at cleaning the 
ear. . 

Symptoms consist of a sudden agonising pain 
in the ear at times giving rise to shock. Tinnitus 
and defect in hearing follow. Blood clots or fresh 
blood in the external auditory canal is noticed. 
The drum shows an irregular tear with bleeding 
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margins. The most important aspect of the 
problem is to prevent infection of the middle ear. 
This is achieved by scrupulously avoiding putting 
any drops into the ear. Immediate removal of the 
blood clot is not necessary. Prophylactic systemic 
administration of antibiotics and protecting the ear 
from infection, if necessary, by a bandage is the 
method of treatment. After a week the bandage 
is removed and the ear attended to. 

Even in fractures of the base of the skull asso- 
ciated with the rupture of the tympanic membrane 
the ear requires no local treatment except protec- 
tion from infection. 

Fractures of the nasal bones—This is a com- 
mon occurrence in the ring and on the sports 
ground of every school where the child gets an 
injury on the nose due to a fall or a fast moving 
ball. The nose is such a prominent organ on the 
face that it is injured fairly commonly in many 
accidents of every day life. Diagnosis is easy as the 
nasal bones being entirely subcutaneous can be 
easily palpated. Reduction should be attempted 
immediately as an emergency because oedematous 
swelling soon occurs masking all the landmarks. 
Where the displacement is slight, reduction with 
fingers on the outside of the nose is sufficient ; 
but in marked deformities a Walsham’s forceps or 
an ordinary dressing forceps with the blades pro- 
tected with rubber tubing is needed to correct the 
deformity. After the nasal bone fragments are 
brought into alignment, splinting is effected by 
plaster of Paris or adhesive plaster. 

Cut-throat injuries—The problem in a cut- 
throat injury, suicidal or homicidal, is fourfold. 
Haemostasis, protection of the airway, repair of 
the food tract and repair of the other tissues of the 
neck is the order of priority in the treatment. 
Haemostasis is obtained by the usual procedure of 
clamping and ligating every bleeding point. Where 
a considerable amount of blood is lost a transfusion 
is necessary. Protection of the airway is obtained 
by a tracheotomy done at the earliest opportunity. 
The pharynx is repaired over a Ryle’s tube passed 
through the nose. Repair of the rest of the tissues 
of the neck is performed and the neck bandaged 
and kept in flexion to avoid tension on the suture 
lines. With the enforced rest to the pharynx and 
Mitynx by the tube feeding and tracheotomy and 

systemic administration of antibiotics, an unevent- 
ful recovery occurs in about ten days. Where the 
larynx is severely injured, stenosis of the larynx 
may develop which requires further treatment. 


HAEMORRHAGE 


Bleeding from the ear, nose and throat just 
like bleeding from any other region of the body 
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is frightening to the patient and his attendants. 
unless arrested early a considerable amount of 
blood may be lost in a short time causing alarm 
and anxiety to everybody concerned. 


Bleeding from the ear occurs as a result of in- 
juries to the external ear or the ear drum or in 
fractures of the base of the skull as already des- 
cribed. Arrest of the haemorrhage is never a 
problem since it is never profuse and the treatment 
should be that of the causal condition. The local 
treatment is very little and consists in protecting 
the ear from getting infected. 


Bleeding from the nose (Epistaxis)\—The nose 
is such a vascular organ that any minor condition 
affecting the nose is associated with bleeding some 
time or other in its course. Therefore epistaxis 
is only a sign which should, after the bleeding is 
stopped and the emergency is over, lead us to 
explore for the causative factor which may vary 
from a simple trauma due to picking of the crusts 
to an underlying carcinoma. It must also be re- 
membered that the nose may, at times, be only a 
pathway for the flow of blood coming from either 
the skull as in fractures of the anterior cranial 
fossa, or from the nasopharynx as in masopharyn- 
geal neoplasms, or in haematemesis or haemoptysis 
the blood might have entered the nose in the bouts 
of vomiting and coughing. However, the com- 
monest cause is trauma to the nose. There is an 
area on the anterior end of the septum called the 
Little’s area, named after the American surgeon 
Sir James Little, which is very richly supplied with 
blood vessels and here is an artery called the artery 
of epistaxis, a branch of the sphenopalatine artery, 
which is the most common source of bleeding from 
the nose. The commonest type of trauma results 
from the picking of the crusts of the nose, a not 
unusual habit in children and in some adults as 
well. Bleeding does occur from other areas in the 
nose as well and depending on the aetiological 
factor, the area of bleeding and the amount of 
blood loss vary considerably. 

The first thing to be done in these cases is to 
compress the nostrils between the finger and the 
thumb and keep the pressure on the bleeding point 
for at least five minutes. When pressure is released 
the bleeding is usually arrested in the majority 
of cases. The excited attendants are kept away 
from the patient, he is put to bed with the head 
propped up and turned to a side, an injection of 
morphia is given to allay the excitement and ice 
pieces given to suck and also applied over the nose. 

If the bleeding recurs on releasing -the pres- 
sure, the pressure is reapplied for a longer time. 
Substances promoting blood coagulation, e.g., vita- 
min K, haemoplastic serum, and thrombin are use- 
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ful. When the bleeding is not controlled by this 
simple procedure of pressure on the ala of the nose, 
cotton wool soaked in these solutions is introduced 
into the nose by gentle screwing movements and 
pressure is applied over the cotton wool, The 
cotton wool is removed after some hours. If the 
bleeding recurs or continues unabated by these 
procedures the nose must be examined under good 
illumination, the bleeding point located and the 
nose packed with ribbon gauze. The packing 
should be removed in twenty-four hours and never 
left longer than forty-eight hours. The absorb- 
able packing materials like gelfoam or spongostan 
are preferable where available and can also be left 
in the nose as they minimise the possibility of 
bleeding when the packing is removed. Where 
facilities are available and the bleeding is from 
one spot it can be effectively sealed off by galvano- 
cautery under cocaine anaesthesia. In the absence 
of an electrical cautery, chemical cauterisation 
with silver nitrate, trichloracetic acid, copper sul- 
phate or even pure carbolic acid can be carried out. 
In intractable cases ligation of the anterior 
ethmoidal artery or sometimes even the external 
carotid have been found necessary to arrest the 
nasal bleeding. Depending on the amount of the 
blood lost a blood transfusion may be given with 
advantage. Where the bleeding is from the back 
of the nose or the nasopharynx, the introduction 
of a postnasal pack is necessary. Two soft rubber 
catheters are passed, one through each nose, and 
the ends are drawn out from behind the soft palate 
through the mouth. A gauze pad is prepared by 
tying two strings in its middle and the ends of the 
strings are tied to the ends of the rubber catheters. 
As the two catheters are withdrawn from the nose 
the gauze pad is guided gently with the finger into 
the nasopharynx through the mouth and behind 
the soft palate. The two strings are tied over a 
piece of gauze across the columella in front. The 
gauze pad can with advantage be soaked in any 
of the above mentioned styptic solutions. The post- 
nasal packing should never be kept longer than 
twenty-four hours. 

Epistaxis being only a sign of disease, a 
thorough examination of the nose must be made 
at the earliest opportunity to find the underlying 
aetiological factor. 


Bleeding from the throat—Apart from the 
haemoptysis and haematemesis which fall into the 
region of other specialities, there is a condition 
where profuse bleeding occurs occasionally from 
an ulcer on the hard palate. These ulcers usually 
associated with leukoplakia, bleed profusely and 
out of all proportion to the size of the 


ulcer. Unless this condition is kept in mind, 
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futile search may be made in the lower res- 
piratory and food passages to find the source of 
bleeding causing much anxiety and annoyance. 
Direct pressure on the area of bleeding with a 
cotton ball soaked in a styptic and kept in the 
mouth is sufficient to arrest the bleeding. To pre- 
vent recurrences, the bleeding vessel should be 
sealed off with a chemical or electrical cautery. In 
intractable cases, ligation of the posterior palatine 
artery as it leaves the greater palatine foramen or 
driving a sterile match-stick into the greater pala- 
tine foramen may have to be resorted to. 


FOREIGN BODIES 


Every foreign body that enters the passages of 
the ear, nose or throat must be removed at the 
earliest opportunity. However, foreign bodies 
other than those in the larynx are not emergencies 
and they do not require immediate removal to save 
life. There is always time for the required inves- 
tigations to be made and for the necessary instru- 
ments to be obtained. 

Laryngeal foreign bodies, however, by virtue 
of their situation, produce respiratory obstruction 
and should be treated as absolute emergencies and 
immediate efforts should be directed not with a 
view to remove the foreign body but to maintain 
the patency of the airway by an immediate 
tracheotomy. Once the airway is patent the foreign 
body can be removed with safety. 


Foreign bodies in the ear—These are common 
in children. Their removal should never be 
attempted as an emergency. Foreign bodies are 
known to remain in the ear for months before they 
are discovered and removed. Precipitate and ill- 
directed attempts at removal drive the foreign body 
into the middle ear and cause more harm than the 
foreign body itself. However, there is one type 
of foreign body which demands immediate. atten- 
tion and that is a live insect entering the ear. As 
long as it is alive it produces an agonising pain 
and sometimes even produces injury to the drum 
by its size and movement. The first thing to be 
done in these cases is to make the animate foreign 
body inanimate and this is achieved by filling the 
ear with chloroform water (1 in 4). Ordinary olive 
oil or gingely oil serves the purpose equally and 
these kill the insect by asphyxiating it. Once 
the insect is dead it can be removed at convenience 
as any other foreign body. 

Foreign bodies in the nose—These also are 
common in children and a multitudinous variety 
of articles have been removed from the nose of 
children. ‘These are not emergencies and no pre- 
cipitate attempts should be made in their re- 


moval. If they remain in the nose for a sufficiently 
long period they give rise to ulceration and epis- 
taxis. Hence it is the maxim that one sided dis- 
charge from the nose in a child is almost always 
diagnostic of a foreign body. 

Foreign bodies in the respiratory passages— 
Mention has already been made of laryngeal 
foreign bodies. A timely tracheotomy is the treat- 
ment of choice and once the patency of the airway 
is assured the foreign body can be removed by the 
usual endoscopic technique, 

Foreign bodies in the lower respiratory tract 


-also should be treated as emergencies in the sense 


that no time should be lost in arranging for their 
removal. However, there is time for a thorough 
examination to be made, radiographs to be taken 
and equipment to be obtained. Or the patient 
should be transported to a place where these faci- 
lities are available. 

Foreign bodies in the food passages—The above 
remarks apply to these foreign bodies also. These 
should be removed at the earliest opportunity but 
only consistent with the facilities available, No 
attempt should be made to use a coin catcher or 
a probang as these procedures are attended with 
almost certain danger. : 


INFLAMMATORY AFFECTIONS 


There are certain acute infective inflammatory 
affections which demand urgent attention. The 
treatment is mot necessarily directed towards a 
cure of the condition but will be helpful in pre- 
venting a dangerous trend or a complication in 
the course of the disease. 

Acute otitis media—Anybody who has been 
called in the night to treat a patient who got up 
from bed with acute pain in the ear due to acute 
suppurative otitis media will realise how important 
it is that something must be done to relieve the 
agonising pain and at the same time prevent 
damage to the function of the ear. Adequate dose 
of an antibiotic and a good dose of a sedative will 
relieve the pain. But where there is accumulation 
of fluid in the middle ear as indicated by the 
bulging of the ear drum, this will not suffice, To 
prevent the drum from yielding to the pressure 
inside ear and thereby permanently damaging the 
efficiency of the sound conducting apparatus the 
drum has to be incised. Subsequent procedure 
consists in treating the acute suppuration on the 
usual lines which are adopted in the treatment of 
purulent infections. 

Acute mastoid abscess—This is a _ condition 
which requires emergency treatment. The abscess 


should be opened by a curvilinear postauricular 
If facilities 


incision extending down to the bone. 
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are available mastoidectomy is proceeded with. 
Otherwise this simple incision above described is 
all that is necessary to prevent a further spread 
of infection and the development of more danger- 
ous complications. 

Peritonsillar abscess (Quinsy)—Hamilton Bai- 
ley has cryptically described the condition in the 
following words. ‘“The patient enters your con- 
sulting room with a handkerchief in the hand, the 
neck held stiff and forwards, and talks as though 
he had a hot potato in his mouth and makes fre- 
quent, painful swallowing movements. When 
asked where the pain is, he shows a point near the 
tonsillar lymph gland.’’ And that is the picture 
of quinsy. The diagnosis is simple. On open- 
ing the mouth there is an inflammatory swelling 
of the soft palate to one side of the midline, the 
tonsil is pushed downwards and forwards but is 
normal in appearance, the uvula is oedematous. 
The saliva is sticky and the patient can neither 
swallow nor spit it out. The condition is due to 
inflammation and pus formation in the tissues out- 
side the tonsil and in the tissues of the soft palate. 


Trosseau has said that in his long medical 
career he had not seen anybody die of quinsy. In 
the majority of cases this is correct. But fatalities 
do occur and they are the result of glottic oedema 
due to spread of the inflammation, of bursting of 
the abscess and flooding of the lower respiratory 
tract, or the inflammation may- spread to the para- 
pharyngeal space and lead to cellulitis and necro- 
sis of the walls of the blood vessels resulting in 
fatal haemorrhage. 

The abscess should be opened with the peri- 
tonsillar abscess forceps or a knife whose blade is 
protected with adhesive plaster up to the tip. The 
opening is enlarged with a sinus forceps and pus 
let out. With the usual antibiotics and care in 
feeding, the patient remarkably improves within 
twenty-four hours. 

Acute retropharyngeal abscess—This is a 
condition which occurs in children between the 
ages of third month and third year of life. Mostly 
the undernourished and the feeble rickety children 
are affected. It is a collection of pus between the 
posterior pharyngeal wall and the cervical verte- 
brae due to suppuration of the lymph glands of 
Henle secondary to infection in the nose ‘and 
throat. The seriousness of the condition lies in 
the possibility of its spread to the larynx and 
mediastinum. When the abscess bursts it may 
drown the patient in pus. Diagnosis is made by 
clinical examination where the age of the child, 
fluctuant swelling on the posterior pharyngeal 
wall to one side of the midline, the inflammatory 
symptons and infection in the nose and throat 


suggest the possibility. The condition is frequent- 
ly missed because it is not kept in mind. St. 
Clair Thompson’s aphorism, ‘‘when in the first 
half of life an infant ceases to suck well, chokes 
and coughs and is restless in sleep, we should 
always think of a retropharyngeal abscess’’, can- 
not be overemphasised. Where there is a suspi- 
cion a lateral soft tissue radiograph of the neck 
shows a widening of the prevertebral space and 
aspiration of the swelling shows pus. 


Once the diagnosis is made the condition should 
be treated as an emergency. The abscess is open- 
ed through the mouth and the pus let out. The 
child is swaddled in a towel, held upside down*and 
with a finger in the mouth acting as the tongue 
depressor the abscess is opened with a peritonsiilar 
abscess forceps or a guarded knife in the long axis 
of the body. No anaesthesia is given and instru- 
ments for tracheotomy are kept ready. A good 
suction pump if available is very helpful and faci- 
litates the operation to be performed in the Rose’s 
position. The after-care of the child is important 
since the condition is met with in debilitated 
children. 


Acute laryngotracheobronchitis—Acute laryn- 
gitis or laryngotracheobronchitis in children should 
be treated with alertness and care. The larynx 
of a child is narrow, the tissues are very loose, and 
hence any oedema will result in a complete laryn- 
geal obstruction necessitating a tracheotomy. 
Steam inhalations with tincture benzoin are of 
great use in reducing the oedema in the larynx 
and bronchi, in addition to adequate doses of 
proper antibiotics or chemotherapy or both. 


Diphtheria—In the treatment of diphtheria of 
the larynx active measures designed to keep the 
airway patent is necessary. Death in these cases 
usually occurs as a result of asphyxia and cardiac 
failure. The laryngeal obstruction and the result- 
ing asphyxia are got over by an early tracheotomy. 
If performed in good time, as it should be, many 
more lives can be saved than are at present possible 
by all the other measures put together. 


MISCELLANEOUS CONDITIONS 


Corrosive swallow—This is a rare condition. 
But this is included here to point out the usually 
insufficient treatment meted out in the early stages 
thereby allowing a stricture to develop at a later 
date. Corrosives like caustic soda, sulphuric acid, 
nitric acid, or phenol are swallowed either acci- 
dentally or intentionally for the purpose of suicide. 
It is a most horrible and pitiable condition which 
is entirely preventable. The treatment meted out 
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in the immediate post-swallow period is of the 
greatest importance. It falls into 

(a) Neutralising the poison. 

(6) Treatment of shock. 

(c) Prevention of infection. 

(d) Prevention of stricture formation. 


The poison is neutralised by administering the 
correct antidote where the nature of the drug is 
known, and in other cases by giving large quan- 
tities of plain water or milk. Emetics are posi- 
tively harmful. Once the corosive is neutralised 
or well diluted there is no harm in allowing it to 
get excreted down the intestinal or urinary tracts 
or it may be removed by aspiration through a 
Ryle’s tube. 

The shock is treated. by the usual methods of 
resuscitation like rest in bed, parenteral fluids, and 
cardiac and respiratory stimulants. 

A judicious and liberal use of the antibiotics 
prevents infection. 

The inflamed oesophageal mucosa is soothed 
by the administration of bismuth carbonate or 
bismuth subcarbonate powders one dram four 
hourly. Egg white and milk and cream are 
equally useful and nutritious. 


In patients who are thus treated the symptoms 
pass off in a week. Swallowing power improves, 
pain subsides and every body is lulled into a false 
sense of security and cure. This is the time when 
active measures should be taken to prevent stric- 
ture formation, Otherwise the ulceration in the 
oesophagus heals with fibrosis resulting in a stric- 
ture. To prevent this, various measures are 
advised which are possible only under the direc- 
tion of a specialist. However, the simplest which 
every practitioner must do is to make the patient 
swallow a thread three yards long early in the 
treatment so that even if a stricture forms at a 
later date the lumen is identifiable by the course 
of the thread. The patient should be transferred 
to the care of a specialist at the earliest oppor- 
tunity. 

Asthma—My purpose in including this topic 
under the title of emergencies is to bring home 
once again the aphorism of Jackson that ‘‘all is 
not asthma that wheezes’’ and when called in to 
see a patient in a fit of supposed asthma it 
is worthwhile remembering this aphorism. A 
middle-aged person with a sudden attack of 
asthma is probably a patient with left ventricular 
failure, and asthma with one-sided lung signs is a 
bronchial obstruction probably due to an aspirated 
foreign body. 

Status asthmaticus is a condition which has 
baffled the ingenuity of many a practitioner. In 


recent times cortisone and A.C.T.H. are acclaimed 
as life saving. Bronchoscopic aspiration of mucus 
immediately relieves a prolonged attack and it is 
worth considering when all other measures have 
failed. 

Massive collapse of the lung—This is a form 
of absorption collapse which occurs suddenly 
after upper abdominal operations performed under 
local anaesthesia. The cause is sudden obstruc- 
tion of a bronchus by a plug of mucus or thick 
secretion. The heavy premedication is blamed for 
this complication, the morphia depressing the 
cough reflex and the atropine drying up the 
bronchial secretions. In any patient complaining 
postoperatively of sudden dyspnoea, discomfort, 
cyanosis, cough and slight rise of temperature, 
this condition should be suspected. A radiogram 
of the chest shows an opacity extending outwards 
from the hillum. The mediastinum is shifted. 


Immediate bronchoscopy and aspiration of the 
obstructing plug of mucus is necessary to avert 
a fatal end. Im the absence of facilities for 
bronchoscopy, tracheotomy and _ aspiration 
through a rubber catheter passed through the 
tracheotomy tube saves the patient. Postural 
treatment is described but in the face of an im- 
pending crisis with the collapse of a lobe or a 
lung it is not desirable to spend time on uncertain 
therapeutic measures. 

Acute laryngeal obstruction—This can occur 
as a primary laryngeal lesion as in diphtheria, 
acute laryngitis and foreign bodies, or as a com- 
plicating factor over a chronic laryngeal disease. 
The practitioner may be called in either case to 
find the patient in stridor. The obstruction has 
to be relieved before any other measures could be 
thought of. When called to see a patient in 
dyspnoea it should be kept in mind that all 
dyspnoea is not due to laryngeal obstruction. 
There are many other conditions which may pro- 
duce dyspnoea. We have known cases where 
acute rhinitis in children has produced so much 
dyspnoea due to the instinct of nasal breathing 
that only with difficulty could we convince the 
attending physician of the uselessmess of a 
tracheotomy in that patient. Dyspnoea of acute 
bronchopneumonia in children is another condi- 
tion which should be carefully differentiated. 

A dyspnoeic patient with laryngeal obstruc- 
tion has certain characteristic signs and symptoms. 
He sits up in bed restless with the head thrown 
up, the dyspnoea is inspiratory in nature, respira- 
tory excursions of the larynx are marked and the 
voice is altered and indrawing of the chest wall 
and the epigastrium is prominent. Once a laryn- 
geal obstruction is diagnosed, whatever the cause, 
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it is imperative that a tracheotomy be performed 
as early as possible. It is not always realised that 
forcible breathing through an obstructed glottis 
damages the myocardium greatly, often irrever- 
sibly, and if the primary disease is one like 
diphtheria where the toxaemia has already affect- 
ed the myocardium, the laryngeal obstruction be- 
comes the proverbial last straw on the camel’s 
back. Hence it is always desirable to perform 
this life saving operation at the earliest oppor- 
tunity and not wait till the patient is in extremis. 
The instruments required are few. Alan Birch 
has said that a scalpel, an artery forceps and a 
soft rubber tube are sufficient to do a tracheotomy. 
Jackson went further when he said that a knife 
and two hands are all that are necessary for this 
operation. We may add a tracheotomy tube to 
this list. The technique is described in every 
text-book but I will add a few points worth re- 
membering : 


1. In an emergency always make a long 
incision. 

2. Keep to the middle line of the neck. There 
are no important structures in that line. 

3. Always palpate the rings before incising 
the trachea. 


I have described only those conditions which 
are absolute emergencies, conditions where neither 
‘the diagnosis nor the treatment can be deferred 
till tomorrow. A few conditions have also been 
mentioned where the patient or the anxious rela- 
tives demand urgent treatment but where one 
should resist being rushed into a precipitate 
action. The principle should be ‘“‘where I can 
do no good, let me do no harm.” 


Treatment is described only so far as is neces- 
sary to tide over the emergency. Once the emer- 
gency has passed, the patient should be transferred 
to the specialist in the line for further investiga- 
tions and treatment. It is aimed to help the non- 
specialist general practitioner who is the first to 
attend on the patient in the emergency with a 
serious trouble. The responsibility of the practi- 
tioner so called in, is great and onerous and he 
should strive to arrive at the most reasonable 
diagnosis under the circumstances and to admini- 
ster the most necessary treatment to save the 
patient’s life or relieve his suffering. 
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The barbiturates are the most commonly used de- 
pressants of the central nervous system and have reached 
popularity like aspirin and its allied preparations. The 
dosage is often left to the discretion of the laity and 
misuse has become increasingly common. Accidental 
poisoning is likely to occur during intravenous anaes- 
thesia specially if there is an idiosyncracy. In habitual 
takers there may be the interesting phenomenon of 
‘automatism’ which may induce the subject to take an 
overdose unwittingly under the spell of a confusional 
state produced by an initial dose not able to induce 
sound sleep. 

The incidence of addiction to barbiturates is on the 
increase in this country. Though no statistics are avail- 
able as regards the actual consumption or the occur- 
rence of poisoning personal experiences prove that the 
present state of affairs is quite in keeping with the 
general trend in other parts of the world. The follow- 
ing case reports will bear evidence in support of this 
contention. 


REPORTS 


Case I—N.D., H.M., aged 32 years, was 
brought to the Hospital on the midnight of 
14-9-56 in an unconscious state. No definite 
history was available as to the cause of it from 
the attendants except that he might have taken 
some analgesic drug, probably codopyrin, to 
relieve the pain of an old joint trouble. The 
patient was an educated man teaching in a local 
collegiate institution. 

A routine stomach wash was administered in 
the emergency ward and in view of marked 
boisterousness an injection of 50 mg. of largactil 
was given soon after his transfer as an inpatient. 
Examination revealed only dilated and sluggishly 
reacting pupils, a hurried respiration, cyanosis and 
absence of tendon reflexes. Heart sounds were 
almost inaudible on account of an emphysematous 
chest together with scattered rales on both sides 
suggestive of marked pulmonary congestion. The 
pulse rate was 130 per minute and while the systolic 
blood pressure could barely be recorded at 80, no 
diastolic recording was possible. 


An information came subsequently that a phial 
of soneryl tablets was found near the bedside of 
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Fic. 1—SHOWING A GRAPHICAL REPRESENTATION OF THE COMPARATIVE EFFECTS OF 
AN 


ALEPTICS 


the patient in his house and it appeared freshly 
opened with 14 tablets missing. Thus a barbi- 
turate poisoning was suspected. A continuous 
oxygen inhalation at the rate of 3 to 4 litres per 
minute was started. Picrotoxin was injected I.V. 
10 mg. at intervals of 10 minutes for 3 hours. 
No obvious improvement occurred and the supply 
of the drug also failed. Therapy continued with 
analeptics like caffeine sodi benzoas and niketha- 
mide along with 5 per cent dextrose infusion with 
nor-adrenaline added to it. 

With no supply of any specific antidote the 
patient developed massive pulmonary oedema. 
The pupils were pinpoint, the plantar response 
could not be elicited neither any deep reflexes, 
cyanosis was intense and the temperature was sub- 
normal. At this stage an intravenous injection of 
0°008 g. of lanatoside C (cedilanid) was given 
followed by 0°24 g. of theophylline. An endo- 
tracheal tube was inserted through the nose and 
the upper respiratory tract was aspirated by a 
suction apparatus at intervals. Penicillin in large 
dosage was started. Within half an hour of the 
injection of cedilanid the pulse rate came down 
to 120 per minute and from 12 noon to about 5 
P.M. a total amount of one and half pints of sero- 
sanguinous fluid was withdrawn by suction from 
the respiratory tubes. The pulmonary oedema 
cleared up considerably and the urinary bladder 
showing evidence of fulness was emptied at 5-30 
p.M. of 20 ounces of urine of a port-wine colour. 
At 5-15 p.M. while the patient was still uncon- 
scious the first ampoule of megimide (40 mg. in 


USED. 


10 c.c.) was injected intravenously and the in- 
jection repeated at intervals of 5 minutes. After 
the third injection the patient opened his eyes and 
showed a little response to questions by putting 
out his tongue. As only 4 ampoules were avail- 
able the last one was administered at 7-30 P.M. 

The effects of the new antidote together with 
general improvement of the patient’s condition 
by supportive therapy are shown graphically in 
Fig. 1. 

Intravenous dextrose therapy was continued 
throughout till 16th morning, the total quantity 
introduced being 3,000 c.c. Veritol as a peripheral 
circulatory stimulant was being given more fre- 


‘quently since the evening of the 15th when the 


temperature first showed an upward rise. On the 
18th the temperature shot up to 103°F. but was 
quickly controlled with antibiotics. Urinary exami- 
nation showed the presence of albumen and a 
strongly positive occult blood test, no absorption 
band was detected spectroscopically in the blood 
or in the urine. 

The suction apparatus was worked intermit- 
tently till 17-9-56 morning and a total amount of 
one pint and fifteen ounces was withdrawn since 
5 p.m. of 15-9-56. The only complication that the 
patient developed was a moderate degree of glossi- 
tis which, however, soon yielded to parenteral 
vitamin B therapy. The patient was discharged 
from the hospital on 3-10-56. 

Case 2—S.M., H.M., aged 29 years, was dis- 
covered in an unconscious state in his bedroom at 
12 noon on 18-10-56. He went to bed rather late 
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on the previous night and was apparently in good 
health except that he had a recent attack of cold. 
The attending physician found a raised body tem- 
perature and a rather hurried respiration. No 
other obvious cause of the unconsciousness having 
been detected, treatment with penicillin was 
started on the assumption of a respiratory tract 
infection. A blood picture showed WBC—14,500 
c.mm,. with neutrophils—92 per cent. 

No improvement, however, was noticed in the 
general condition of the patient till the next morn- 
ing. On the other hand, the coma deepened and 
Cheyne-Stokes’ breathing developed. At 9 A.M. 
on 19-10-56, the patient was seen by the senior 
author. He was found deeply unconscious with 
the pupils constricted and not reacting to light. 
There was absence of plantar reflex on the left 
side with flexor response on the right, loss of deep 
reflexes and retention of urine since the previous 
day. The lungs were emphysematous with basal 
congestion. The pulse and respiration rates were 
120 and 48 per minute respectively, the blood 
pressure was 105/60 mm. Hg and the axillary 
temperature was 103°F. Interrogation of the 
attendants revealed that the patient was mentally 
worried for some time past on account of the ill- 
ness of his wife and he himself had been com- 
plaining of frequent frontal headache with cold 
necessitating leave from his office. 

Thus there being no clue as to the cause of 
unconsciousness a suspicion of drugging was 
made. A stomach ‘wash was given with the help 
of a Ryle’s tube and subsequently stimulant drinks 
were put in. Continuous oxygen inhalation was 
started. A lumbar puncture showed increased 
pressure of C.S.F. but no other changes. Intra- 
venous injection of terramycin 250 Ing. every 4 
hours till four such, followed by 100 mg. intra- 
muscularly every 4 hours was advised along with 
alternate medication of caffeine sodi benzoas and 
theophylline every 4 hours as respiratory and cir- 
culatory stimulants. Feeding through a nasal tube 
regularly was also instituted. 

After 24 hours of starting the above treat- 
ment the patient seemed to become a little res- 
ponsive, trying to move his limbs and swallowing 
small quantities of fluid by mouth. The tempe- 
rature was being controlled and the respiration 
became easier. The circulatory state was well- 
maintained. By the evening the patient opened 
his eyes and apparently took notice of surround- 
ings. About 48 hours after he was first seen on 
19-10-56, the patient became fully conscious but 
was restless. Decubitus sores were noticed start- 
ing at several pressure points and some urinary 
complications developed following catheterisation 
done during the unconscious state. But all these 


4 


complications were quickly tackled and the patient 
recovered uneventfully. On being asked after 
consciousness was regained the information was 
given of ingestion of 35 tablets of soneryl (equi- 
valent to 52°5 grains of phenobarbitone) on the 
evening of 17-10-56. 


} DISCUSSION 


The above cases go to prove that misuse of barbi- 
turates for suicidal purpose is becoming more common 
in this country specially among the educated laity. Free 
sale of the drug makes it difficult to check the dosage 
or prevent misuse. In the absence of a definite 
history the recognition of barbiturate poisoning has to 
be made on clinical suspicion as done in the second case. 
The symptoms and signs are mostly referred to the 
central nervous system. Delirium and _ boisterousness 
occur at the beginning followed by depression and later 
on deep sleep or coma. Respiration is affected early, 
breathing may be slow to start with but is frequently 
found to be rapid and shallow or of Cheyne-Stokes’ type. 
In the majority of cases when the patient is first detect- 
ed there is already a period of exposure which is added 
to the effects of the poison. 

The respiratory depression and resultant hypoxia 
having already interfered with cardiovascular function, 
exposure to cold predisposes to hypostatic broncho- 
pneumonia thus accounting for high temperature and 
pulmonary findings. 

After oral ingestion the circulatory changes appear 
comparatively late depending on the total dosage taken. 
These consist of increase in pulse rate, appearance of 
cyandsis, cold and clammy extremities and a fall of 
blood pressure. 

An extreme picture as described in the first case is 
suggestive of shock and is due greatly to the hypoxia 
or anoxia arising out of respiratory depression. Direct 
inhibition of the vasomotor centre and of the tone of 
the small blood vessels is also responsible in severe 
cases. 

The outlook in an individual case depends on: 

(i) The amount of the drug taken, (ii) the actual com- 
position, (iii) the general health of the patient, (iv) the 
time elapsing between the ingestion of the poison and 
the starting of the treatment and lastly (v) the type of 
treatment carried out. 


Rapid absorption from the stomach occurs when a 
sodium salt is used and sometimes there may be rapid- 
ly fatal termination even before the diagnosis is con- 
firmed. Usually death occurs after a few days and the 
longer the patient survives the better is the chance of 
recovery as proved in the second case in the present 
narration. Regarding the evaluation of the outlook of 
a particular case where a definite history is obtained 
or a suspicion is made on the basis of clinical features, 
the progress of events in relation to cardiovascular, res- 
piratory and nervous systems should be followed closely 
with observations recorded every half an hour, if not 
less. The cause of death is usually failure of the 
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respiratory centre preceded by circulatory collapse, cere- 
bral oedema and hypostatic pneumonia, 

Therapy in barbiturate poisoning should aim at: 

(a) Removal of unabsorbed poison from the stomach, 
(b) easing respiratory difficulty, (c) maintaining the ‘cir- 
culation, (d) counteracting the state of depression of 
the central nervous system and (e) preventing compli- 
cations. 

In both of our cases gastric lavage with warm water 
was given. Oxygen inhalation 3 to 4 litres per minute 
was administered continuously by nasal catheter till the 
respiratory condition improved. 

The circulation was tried to be maintained by 5 per 
cent dextrose infusion together with nor-adrenaline and 
supplemented by injection of veritol every % to 1 hour 
at the beginning and every 4 hours later on. Caffeine 
and theophylline were found very useful both as diffu- 
sible stimulants as well as cardiorespiratory ones. Cor- 
recting the state of depression of the central nervous 
system which is also needed side by side, one has to 
choose a suitable drug which will be an actual antidote 
to the poison and not a temporary exciting agent. Thus 
while picrotoxin which belongs to the second category 
failed to produce any lasting effects in the first case of 
our series, the new therapeutic addition, namely beta- 
ethyl beta-methyl glutarimide (N.P. 13) tried as a second 
measure in the same case was definitely of help. This 
latter remedy was first used by Shaw et al (1954) and 
Harris (1955) on patients having thiopentone for anaes- 
thesia and was found beneficial. Chatterjee (1955) re- 
ported two cases of barbiturate poisoning successfully 
treated with the drug. The striking feature that is 
noticed with the drug is the rapid return-of responsive- 
ness and also the reflexes. 40 mg. every five minutes 
was the dosage adopted by us and a total quantity of 
120 mg. was pushed.in before therapeutic response was 
noticed. 

Of the complications pulmonary congestion and 
oedema followed by secondary infection due to exposure 
is the most dreaded one as death usually occurs due to 
circulatory failure. Hence while peripheral circulation 
is tried to be restored by fluid therapy and vasospastic 
drugs the respiratory condition needs proper manage- 
ment by judicious use of antibiotics like penicillin and 
terramycin and relief of pulmonary congestion and 
oedema, if advanced, by aspiration of the respiratory 
passages with the help of an endotracheal tube and 
suction apparatus as described in the first case. 


CONCLUSION 


The frequent use of barbiturates for medicinal pur- 
poses and easy access to the same by the lay public has 
brought the chance of a misuse of the drugs even for 
suicidal purposes. In the absence of a definite history a 
close study of the clinical picture may be of great help 
in suspecting poisoning by such drugs. Though sudden 
death may occur when a very large dose has been taken 
specially by parenteral route, in a greater number of 
cases sufficient time elapses before death occurs and 
resuscitative measures can be adopted often successfully. 
It is necessary that some control of the sale of barbitu- 
rates to lay public should be imposed or small quanti- 


ties of suitable central stimulants should be added to 
tablets thus avoiding any serious sedative effects likely 
to be caused by overdosage. Availability of antidotes 
for quick and prompt application is also desirable when 
poisoning is suspected. In this respect beta-ethyl beta- 
methyl glutarimide having a trade name of megimide 
is found to be better than picrotoxin. The dose and fre- 
quency of administration will be guided by the severity 
of the case. 40 mg. every five minutes given intra- 
venously is a safer method to avoid side-effects due to 
excessive central stimulation. 


SuMMARY 


Two cases of barbiturate poisoning caused by a com- 
mon preparation sold in the market are reported. In 
both cases the history could not be obtained during the 
first examination. The clinical features of poisoning are 
described as being of help in diagnosing such poison- 
ing in suspected cases. The role of supportive therapy 
including suction of the respiratory tract when pulmo- 
nary oedema has developed is stressed upon. As a spe- 
cific antidote beta-ethyl beta-methyl glutarimide is proved’ 
to be better than picrotoxin. 
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ENDEMIC (FLEA) TYPHUS 
IN GOLCONDA 


MAQBOOL ALI, B.A., LRCP., M.R.C.S. 
Civil Surgeon (Retired) 
AND 
M. V. SUBRAHMANIAN, M.B.B.s. 


Medical Officer 
Civil Hospital, Golconda, Hyderabad, Deccan 


GENERAL CONSIDERATIONS 


This rickettsial disease caused by Rickettsia mooseri 
is endemic and conveyed to man by the rat flea. The 
Weil-Felix agglutination reaction with OX 19 strain of 
bacillus proteus is positive in both endemic and epidemic 
diseases. The two diseases can be differentiated -serolo-. 
gically only by complement fixation and agglutination 
tests with rickettsial antigens. 
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The Neill-Mooser reaction is a distinctive reaction in 
guinea-pigs inoculated with typhus blood. It is positive 
in about 70 per cent of epidemic typhus and nearly al- 
ways in the endemic type. 


The Weil-Felix reaction is not specific. A rising titre 
of Weil-Felix reaction exceeding 1 in 125 may be taken 
as diagnostic; which does not happen in the cases which 
give a nonspecific reaction. The complement fixation test 
is said to be specific. 


Case REPORTS 


During the period of one year from November, 
1954 to end of October, 1955, the number of eases 
with pyrexia admitted into the male ward of 
Golconda Hospital was 181. Of these sera of 33 
cases were required to be sent for Weil-Felix re- 
action. Only 6 cases were serologically positive. 
The first case was confirmed to be typhus both 
by complement fixation and animal inoculation 
tests. Enteric group of fevers was excluded by 
the Widal reaction in all the cases and 3 by nega- 
tive culture of the stools both in ordinary and 
enrichment media. 


The clinical examination was mainly negative. 
A few rales were detected in Cases 1 and 4. The 
spleen was just palpable in Case 1. Of the other 
clinical features, only the salient ones have been 
presented in Table 1, 


TABLE 1—SHowiInG SALIENT CLINICAL FEATURES 


§ 

yg 3 5 i 
5 ass St > 
1 30 14 + + + + 
2 30 9 ee + 
3 8 16 
4 48 16 + - 
5 - + + 
6 26 17 


The typical red macular rash was noted in 
Case 1 on the 12th day of fever, in the regions of 
the chest, abdomen and back. The rash faded 
off after 4 or 5 days. The others did not have 
a rash. 


2—SHOWING LABORATORY FINDINGS 


Widal 


Weil-Felix 
™ ‘© H Pare Para OX OX OX 
‘4° ‘B’ 19 2 K 
1 -ive -ive -ive -ive 1 in 6401 in 80 - 
1 in 80 
Jan. 4 
1 in 150 
3 lin lin 160 -ive 
1280 
4 1in 160 -ive -ive -ive lin -ive -ive 
10240 
5 -ive 1 in 1601 in 1601 in 1601 in 6401 in 20 1 in 40 
6 -ive 1in320 -ive -ive lin -ive 1in 80 
40960 
DISCUSSION 


The incidence of 6 definitely positive Weil-Felix re- 
action, with negative culture findings for the enteric 
group, out of a total of -33 cases tested during routine 
investigation, goes to show that murine typhus is ende- 
mic in the Golconda area. The number of cases with a 
low titre but no subsequent rise in titre were 9. These 
cases were excluded from the review. The mild nature 
of the disease and subsidence of the symptoms with- 
out any specific treatment, go to show that unless 
it is specifically looked for and the serum tested, 
in other endemic areas also the cases may go 
undiagnosed. 


SUMMARY 


6 cases of murine typhus are reported from the Gol- 
conda area. 

A plea is made that many cases of mild pyrexia, in 
other areas also may be due to endemic typhus. 

Unless the serum is tested there is no specific 
feature in the symptomatology. 
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HYPERTENSIVE ENCEPHALOPATHY 
IN A CHILD 


R. GARAI, M..B.s. (CAL.) 
Alipurduar 


A male child, aged 6 years, suddenly woke up 
from sleep with a loud cry at about 9 P.M. and 
became unconscious. This was accompanied by 
generalised convulsion lasting for about two 
minutes. Seven such attacks of convulsion 
occurred at intervals varying from 10 to 30 
minutes, each lasting for half to two minutes. 
The child was quite normal previous to the present 
illness. ‘There was no history of epilepsy in the 
family. 

On examination the build and _ nutrition 
appeared fair. The child was in a state of coma. 

The temperature (axillary) was 101°F, the 
pulse rate was 120 per minute and regular. The 
respiration was 22 per minute. The liver and the 
spleen were not palpable. Other systems were 
normal. 

There was an attack of convulsion during 
examination. 

Laboratory investigation—No malarial parasites 
were detected. 

Treatment and progress—The patient was 
given an injection of sodium luminal, a saline 
enema and an injection of five grains of quinine 
bihydrochloride, intramuscularly. As the convul- 
sions persisted, paraldehyde 3 c.c. was injected 
I.M., followed by rectal administration of chloral 
hydrate and potassium bromide. The patient im- 
proved gradually and he regained consciousness 
the next day at 11 A.M. 

The patient, however, complained of dimness 
of vision and severe headache. The blood pressure 
at this time was 180 mm. Hg systolic and 100 mm. 
Hg diastolic. ‘The patient was hospitalised to 
determine the cause of hypertension. Investiga- 
tions revealed non-functioning right kidney. Re- 
moval of the kidney was refused. He is at pre- 
sent under medical treatment with hypotensive 


drugs. 
COMMENT 


A case of renal hypertension with hypertensive ence- 
phalopathy as the first manifestation, is reported. Hyper- 
tension not being a common cause of convulsion in 
young children, B.P. was not taken during initial exami- 
nation. Moreover, rise of temperature at onset and 
improvement after quinine injection, suggested cerebral 
malaria. But dimness of vision and raised blood pres- 
sure after the patient regained consciousness and the pre- 
sense of non-functioning kidney led to the diagnosis of 


renal hypertension. 


112 


INTRAVENOUS DIPYRONE AS AN 
ANALGESIC IN PAINFUL 
MUSCULOSKELETAL LESIONS 


O. P. MISRA, Ms. 


Lecturer in Surgery, M.G.M. Medical College 
and Surgeon, M. Y. Hospital, Indore 


Various drugs are used to relieve pain with 
varying degrees of success. One of them is dipy- 
rone, which, in addition to its being an analgesic, 
is also antipyretic, antiphlogistic, antirheumatic 
and antispasmodic. The author tried this drug to 
evaluate its effect only as an analgesic agent in 
painful musculoskeletal lesions. Ten c.c. of the 
drug was given intravenously daily, undiluted and 
very slowly taking about 5 minutes in each in- 
jection. In cases in whom no relief of pain was 
obtained at least four injections were given. The 
maximum number of injections given in a single 
case was twelve. On an average the number of 
injections given was 6 to 8. No untoward effect 
was noticed except a little cough and burning 
sensation along the course of vein at the time of 
injection, in some cases. In the majority of cases 
in whom the drug proved effective, the relief of 
pain was almost immediate. 

The results of treatment have been analysed 
under the following three heads: 


Good response—Under this head are included 
those cases in whom there was immediate and 
complete relief of pain. In certain cases the pain 
reappeared when daily injection therapy was 
stopped, showing that in these cases analgesic 
effect remained for more than 24 hours, after the 
injection. 

Fair response included those cases in whom 

pain was relieved substantially but not completely, 
the patients remaining comfortable during treat- 
ment. 
Poor response included those cases in whom 
there was either slight or no relief of pain, or a 
complete or substantial relief for only a brief 
period usually less than four hours. 

The results in 18 cases of the present series and 
18 similar cases published by Variava (1954) are 
given in Table 1. They have been tabulated 
according to the duration of pain. A summary is 
presented in Table 2. 


DISCUSSION 


The results obtained in the present series of 18 cases 
are almost identical with those reported by Variava 


(1954). 
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TaBLe 1 


I. CASES WITH DURATION OF PAIN FOR LESS THAN 3 DAYS 
(Number of cases—i1 out of 36 cases) : 
Good response—8 cases 
(a) Present series... ++ (1) Case 1, lumbago 
(2) Case 10, lumbago and cciadies 
(3) Case 14, sprain in the lumbar region 
(4) Case 15, pain in shoulder 
(b) Variava’s cases... (1) Case 15, lumbago 
(2) Case 16, lumbago 
(3) Case 17, fibrositis 
(4) Case 22, pain and owelling of the knees ... 
Fair response—3 cases 
(a) Present series... .. (1) Case 5, sprain in the lumbar region 
(b) Variava’s cases ... ..» (1) Case 19, fibrositis 
(2) Case 21, fracture femur 
Poor reésponse—None 


lI. CASES WITH DURATION OF PAIN FOR MORE THAN 3 DAYS BUT LESS THAN 3 WEEKS 
o (Number of cases—8 out of 36) : 
Good response—6§ cases 


(a) Present series... --» (1) Case 2, lumbago and sciatica 
(2) Case 6, pain in the shoulder joint 
(b) Variava’s cases ... .. (1) Case 5, rheumatic arthritis 


(2) Case 3, pain and swelling of all the tolate 
(3) Case 34, rheumatic arthritis : 
(4) Case 46, pain in the sacro-iliac joint 

Fair response—1 case 


(a) Present series... «. (1) Case 7, sprain in the neck 
Poor response—1 case 
(a) Present ,series.... «. (1) Case 18, pain sarcoma ileum 


III. CASES WITH DURATION OF PAIN FOR MORE THAN 3 WEEKS BUT LESS THAN 3 MONTHS 
(Number of cases—4 out of 36): 
Good response—1 case 


(a) Present series... .. (1) Case 4, lumbago 
Fair response—2 cases 
(a) Present series... .. (I) Case 9, traumatic synovitis of the knee ... 


(2) Case 12, fibrositis back 
Poor response—l case 
(a) Present series... ... (1) Case 13, osteoclastoma sacrum 


IV. CASES WITH DURATION OF PAIN FOR OVER 3 MONTHS 
(Number of cases—13 out of 36) : 


Good response—None 
Fair response—4 cases 
(a) Present series... .. (1) Case 11, osteoarthritis of the spine 
(b) Variava’s cases... (1) Case 23, polyarthritis 
(2) Case 41, osteoarthritis of the shoulder 
(3) Case 42, osteoarthritis of the knee 
Poor response—Q cases 
(a) Present series... ... (1) Case 3, osteoarthritis hip 
(2) Case 8, osteoarthritis shoulder 
(3) Case 16, osteoarthritis shoulder 
(4) Case 17, osteoarthritis hip 
(b) Variava’s cases... ... (1) Case 26, rheumatoid arthritis 
(2) Case 36, osteoarthritis knee 
(3) Case 40, osteoarthritis knee 
(4) Case 43, osteoarthritis shoulder 
(5) Case 45, tuberculosis of sacro-iliac joints 


2 months 


3 months 
3 months 


3 months 


6 years 
6 months 
4 years 
5 years 


2 years 
5 months 
6 months 
3 months 
2 years 
4 years 
4 years 
8 months 
6 months 


i. ° 
10 hours 
days 
ane 3 days 
2 days 
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TABLE 2 
DURATION OF PAIN 
Total No. Less than 3 days From 3 days From 3 weeks Over 3 months 
of cases to 3 weeks to 3 months 
Total number of cases oat 36 11 8 4 13 
Good response cases és 15 8 6 1 none 
Fair response cases o 10 3 1 2 4 
Poor response cases bi ll none 1 i 9 
Out of 36 cases of painful musculoskeletal lesions ACKNOWLEDGMENT 


reviewed here, 15 showed good response and of these 
15 cases, in 14 the pain was of less than 3 weeks’ dura- 
tion, while in 9 out of 11 cases of poor response group 
the pain was present for more than 3 months. 

Good response was obtained in cases in whom clini- 
cally or radiologically no structural change in the archi- 
tecture of the bones or the joints was demonstrable 
and the diagnosis was either symptomatic or tentative 
in nature. Most of the patients belonging to the. poor 
response group of cases were of osteoarthritis. Both 
cases of malignant disease of the bone in this series 
also showed poor response. 


It appears, therefore, that dipyrone is effective as an 
analgesic in early stages of painful musculoskeletal con- 
ditions, so long as no permanent organic damage is 
present, 


CONCLUSIONS 


Dipyrone given undiluted and intravenously is quite 
safe. 

It is a good analgesic as the relief of pain is obtained 
almost immediately in the majority of cases in whom it 
proves effective. 

It is highly effective in cases like lumbago, fibrositis, 
and pain in muscles and joints of short duration where 
clinically nothing abnormal is detected. It is ineffective 
in osteoarthritis and malignant diseases of the bone as 
far as either there is no relief of pain or the relief is 
only for a very brief duration. 


SUMMARY 


A review of 36 cases of painful musculoskeletal lesions 
including 18 cases published by Variava is given in 
whom dipyrone was given intravenously as an analgesic 
agent. 


It has been concluded that the drug is of maximum 
utility as an analgesic agent in cases in whom pain was 
of less than 3 weeks’ duration, and in whom no perma- 
ment structural changes were present either in bones 
or joints. 


My thanks are due to Unichem Laboratories for plac- 
ing at my disposal a generous supply of unalgen, a 
proprietary preparation of dipyrone combined with 
sodium salicylate, sodium sué@cinate and vitamin C, for 
clinical trial. 
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TWO CASES OF CREEPING DISEASE 


S. M. MISRA, (LUcKNow) 
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AND 
R. L. AGARWAL, (acRa) 


Lecturer in Dermatology and Venereology 
G. R. Medical College, Gwalior 


Creeping disease or eruption is a term applied to a 
number of diseases of the skin characterised by tortuous 
migratory lesions produced by the burrowings of certain 
larvae. Creeping disease has often been confused with 
cutaneous myiasis and even linear dermatoses which 
should not be regarded as creeping disease due to the 
stationary nature of the eruption. 

The following two interesting cases of creeping dis- 
ease which came under the treatment of the authors are 
being reported. 


REPORTS 


Case 1—Patient was a male child aged two 
years. The mother gave the history that she first 
noticed small papules about two inches below the 
front of the right elbow. The number of papules 
increased and the eruption was itching. Next day 
she noticed that the lesion assumed the form of 
small lines which spread in a linear fashion down- 
wards towards the palm, and also upwards towards 
the shoulder in six weeks’ time. The lesion in the 
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initial stage of development was very itchy but 
later on the itching was much less, There was 
neither any pain nor any constitutional symptoms. 


Clinical examination of the patient showed 
continuous linear markings extending from two 
inches above the right wrist joint to the back of 
the right shoulder. At places, there were two or 
three lines running in a zig-zag fashion and 
crossing each other here and there. Linear erup- 
tion was whitish in colour, narrow and of uniform 
breadth. The terminal ends of these lines were 
a little elevated and reddish in colour and a few 
vesicles were also present. Systemic examination 
did not reveal anything abnormal. 


The mother was advised to scrub the terminal 
ends of the eruption with soap and water. A local 
application of ung. zinc oxide was prescribed and 
the mother was advised to report again. Subse- 
quent examinations showed that the proximal 
portions of the eruption were fading and there 
was no extension of the linear eruption. 


Laboratory investigations—W.B.C.— 9,400/ 
c.mm. with polymorphs 65 per cent, lympho- 
cytes 30 per cent, monocytes 1 per cent and eosi- 
nophils 4 per cent. R.B.C.—4°1 million/c.mm. 
Haemoglobin 13°3 g. per cent. 


Stool and urine examinations did not show any- 
thing abnormal. The vesicle and its contents were 
examined under the microscope for the presence of 
any larvae but it did not reveal any. 


Cast 2—The patient was a female aged 24 
years. She first noticed a few papules on the 
external surface of her right labia majora, which 
was itchy. In about three days’ time a linear 
eruption developed which extended in three 
months’ time towards the medial surface of the 
right thigh, leg and foot and upwards towards 
the abdomen. Itching was present but there was 
no pain or constitutional disturbance. 


Clinical examination of the patient showed 
continuous linear marking extending from the 
right labia majora downwards upto the medial side 
of the right foot and upwards across the abdomen. 
There were two lines on the medial side of the 
right thigh. The eruption was whitish in colour, 
narrow, and of uniform breadth. ‘The terminal 
ends were reddish and a few vesicles were present. 
Systemic examination did not reveal anything 
abnormal. 

The patient was advised to scrub the terminal 


ends of the eruption with soap and water. Ung. 
zinc oxide was prescribed for local application and 
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the patient was advised to report again. Subse- 
quent examination showed that the proximal por- 
tions of the eruption were fading and there was no 
extension of the lesion. 


Laboratory investigations—W.B.C. — 11,500/ 
c.mm. with polymorphs 61 per cent, lymphocytes 
36 per cent and eosinophils 3 per cent. 


R.B.C.—3°9 million/c.mm. Haemoglobin 11°8 
g. per cent. 


Stool and urine examinations showed nothing 
abnormal. 


The contents of the vesicle were clear and ser- 
ous. Examination under the microscope for the 
presence of larvae failed to reveal any. 


Biopsy report—The section showed hyper- 
keratosis and parakeratosis with hypertrophy of 
squamous stratified epithelial lining. The dermis 
showed chronic inflammatory cell reaction. There 
was no evidence of mycotic infection, 


DISCUSSION 


Creeping eruption or larva migrans or myiasis linearis 
is a slightly raised linear eruption gradually creeping 
forwards in a sinuous or straight line while the posterior 
end fades away and is produced by the burrowings of 
certain larvae. It is important to note that the term 
creeping disease implies that form of either cutaneous 
myiasis or helminthiasis which is caused either by larvae 
of insects or by certain mematodes and in which the 
phenomena actually “gain ground’? completely satisfy- 
ing the concept “creeping’’. 


The disease is caused by the larvae of oestridae or 
botfly or housefly wandering under the skin but usually 
it is due to nematode larvae which penetrate the skin. 
Various species of ankylostoma may produce the lesion. 


In the cases reported, the causative agent could not 
be detected in the biopsy material. 


The larva precedes the visible phenomenon, i.e., the 
bulla appears where the larva has been just before. In 
most cases, therefore, the larva is not found in the 
visible burrow but one or two centimeters further for- 
wards. 


From the academic point of view the causative agent 
must be found and identified before one can be certain 
of the diagnosis. But this is difficult. Clinical features 
described are sufficient for the diagnosis. Creeping dis- 
ease should mot be confused with linear dermatosis 
althongh the latter may also be caused by insects which 
have crept over the skin leaving a linear trace behind 
due to their excretion. Bed-bugs, ticks, caterpillars etc. 
may cause dermatitis but they cannot be regarded as 
creeping eruptions. 
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The condition must be differentiated from (1) Cuta- 
neous or furunculoid myiasis; (2) Cutaneous helmin- 
thiasis; (3) Constant cutaneous myiasis or helminthiasis ; 
and (4) Erratic eruption such as spider lick. 


SUMMARY 


Two cases of creeping disease have been reported. 
The causative agent could not be detected in the biopsy 
material. 
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A CASE OF OMPHALOMESENTERIC 
DUCT 


R. B. AGARWAL, F.R.F-P.s. 
District Medical & Health Officer, 
AND 
M. G. TATIYA, 


Medical Officer, General Hospital 
Pratabgarh, Rajasthan 


A patient S. N. M., a male child, aged 5 years, 
was admitted on 12-11-56 with a cherry-like 


swelling of the umbilicus with a history of mucous 


discharge through its top since birth. 


On examination it was noticed that there was 
a small opening at the top of the swelling which 
was felt to be continuous inwards with the struc- 
tures in the abdomen. There was no history of 
passing of faecal matter or urine through the 


opening. 


With a provisional diagnosis of patent ompha- 
lomesenteric duct surgical treatment was decided 


upon. 


Operation—At operation the swelling was 
found to be connected to the antimesenteric border 
of the distal loop of the small gut about two feet 
proximal to the ileocaecal valve, by a tubular 
structure. At its connection with the bowel it was 
formed into a pouch which was a Meckel’s diver- 
ticulum. ‘There was also another band, separate 
from the previous tubular structure, joining the 
umbilical swelling at one end and mesentery of 
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the ileum at the other end. It was the fibrosed 
vitelline vein. 


DISCUSSION 


In connection with the umbilicus various types of 
congenital defects have been observed and out of these, 
congenital umbilical fistulae form one group. Such 
fistulae are of two types (a) faecal and (b) urinary. The 
former is due to patent omphalomesenteric duct (vitello- 
intestinal duct) and the latter is due to patent urachus. 


During embryonic life a structure which provides 
nourishment to the embryo is formed by out-pouching 
from the primitive alimentary canal, which itself is 
formed from the blastodermic vesicle. This pouch, call- 
ed yolk sac, is as such not enclosed within the body 
of the embryo. This sac is lined by entoderm as in 
the case of the alimentary canal, and thus it does the 
function of secretion. The secreted fluid is vitelline 
fluid which supplies nourishment to the embryo, The 
part of the alimentary canal which gives rise to this 
sac, later becomes midgut. As the embryo grows, the 
sac also grows in size and thus it is separated from the 
canal distinctly with a tube communicating in between. 
The tube is called the vitelline duct or vitello-intestinal 
duct or the omphalomesenteric duct. The duct is lined 
by entoderm same as the sac. During the growth of 
the sac a separate set of blood vessels are developed for 
the sac, called the vitelline artery and the vitelline vein. 
The sac grows to its maximum till the 4th week of 
intrauterine life and then it gradually but completely 
obliterates. Along with this the vitelline duct and 
vitelline vessels are also obliterated. 


This normal process of development fails in 2 per cent 
of cases. The most common occurrence is the partial 
patency of the vitelline duct seen in the form of Meckel’s 
diverticulum which is formed on the antimesenteric 
border of the ileum, two feet proximal to the ileocaecal 
valve and 2 inches in length. 


Sometimes the complete length of vitelline duct re- 
mains patent, establishing an external communication 
with the lumen of the ileum. This forms a faecal fistula. 
In some cases the ends remain patent, with obliteration 
of the intervening segment—Meckel’s diverticulum at one 
end dnd mucous fistula (misnomer) at the other because 
the mucous membrane of the patent part secretes 
mucus. Along with these sometimes vitelline vein re- 
mains as a fibrous cord connecting the mesentery of the 
ileum at one end and the umbilicus at the other. This 
was the case cited above. These defects sometimes give 
rise to serious abdominal catastrophes as volvulus, 
strangulated hernia, etc. 


In a few cases the duct remains patent in between 
and obliterated at either end. The epithelium of the 
duct secretes mucus; so a mucous cyst is formed at the 
site of patency. 

In a few cases the duct remains as a fibrosed band 
connecting the ileum to the umbilicus. This cord too 
can give rise to catastrophes mentioned above. 
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TAENIASIS 


Helminthic infestation continues to cause high 
morbidity and contributes to disability amount- 
ing to invalidism and thus effectively reduces the 
available man-power for the building programmes 
of our country. Public health and medical per- 
sonnel are painfully aware of the higli death rate 
caused by helminths. Nematode infestation is 
extremely common and greatly prevalent in cer- 
tain parts of our country. Fortunately hook- 
worm, roundworm, filaria and guinea worm in- 
festations of the human have been the subject of 
extensive epidemiological, clinical, and experi- 
mental research projects in our country sponsored 
by several agencies and we fondly hope that in 
the very near future the public health personnel 
will be able to introduce effective preventive 
measures. In contrast to this, the study of the 
infestation by tapeworms (cestodes) in the human 
has received little attention and the exact inci- 
dence of the same in the country has not been 
accurately determined, 


Taenia solium and Taenia saginata infestation 
of man is much dreaded. Hymenolepis nana has 
so far been considered as nonpathogenic. Reports 
of dibothriocephalus infestation from our coun- 
try have so far not been published but it is wise 
that the clinician and the pathologist are on the 
look out for the same, since with the popularisa- 
tion of air travel its incursion into the country 
is only to be anticipated as has happened in the 
case of bilharziasis in Bombay State. Faulty 
hygiene and ingestion of the larvae or eggs or 
autoinfestation with the regurgitated eggs of 
Taenia solium account for somatic infestation with 
the cysts in distant organs, specially brain, 
muscles, bone and connective tissues. 


Reports on cysticercosis and its diverse and 
puzzling clinical manifestations appear frequently 
in medical literature. It has been pointed 
out that epileptiform seizures are not infrequently 
caused by cerebral cysticercosis' Clinical reports 
of cerebral cysticercosis have been published at 


* MacARTHUR, W. P.—Tr. 
27: 343, 1934. 
5 


Roy. Soc. Trop. Med. & Hyg., 
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different times from various parts of the composite 
Madras State**®. Seven cases were reported from 
Visakhapatnam® where special attention was 
drawn to one case of cerebral affection in which 
cysts were found at the time of routine anatomical 
dissections and the cysts had caused no symptoms 
during life. From the same place is recently re- 
corded the discovery of cysts of Taenia solium 
as an incidental necropsy finding in a case’. 
Cysticercosis has been reported from Bombay* 
spotted at autopsy in a case admitted for 
coma. Thoracic and abdominal walls showed 
similar cysts. A much higher incidence of cere- 
bral cysticercosis has been observed in an analysis 
of cerebral neoplasms in the departments of Patho- 
logy, Madras and Andhra Medical Colleges* 
as against the low incidence recorded in 
America”. Two cases are reported® of cerebral 
cysticercosis with nodules in the limb muscles 
manifesting signs and symptoms of meningitis. 
To add to the confusion the cerebrospinal fluid 
showed pleocytosis and increase in protein. 
Biopsy of the nodule over the temporalis muscle 
in one and subcutaneous nodule from the arm in 
the other disclosed parasitic nature of the disease. 
All these suggest the imperative need to exclude 
cerebral cysticercosis in cases presenting atypical . 
clinical manifestations of tumour, abscess etc. of 
the brain. Indefinite muscular pains and cramps 
may also be due to this affection and are better 
excluded. X-ray recognition of calcific spots 
over the calvarum or over the region of the limb 
bones are very suggestive of cysticercosis in the 
presence of appropriate clinical history and find- 
ings. Visual failure due to lodgement of the cysti- 
cerci in the eye have been spotted by ophthal- 
mologists during fundoscopy. Since the prognosis 
in these cases is hopeless all effort must be con- 


*MincHIn, R. L. H.—Lancet, 1: 865, 1937. 


* Menon, T. B. VewiatH, G. D:—Tr. Roy. Soc. 
Trop. Med. & Hyg., 33: 537, 1940. 


*McRosert, G. R.—Indian M. Gaz., 79: 399, 1944. 


*GauLt, E. W. aNpD BALASUBRAMANYAM, M.—J. Path. & 
Bact., 60: 505, 1948. 

* Raman, T. K., RAMAMURTHI, B. AND Davip, A.—Indian 
Physician, 9: 207, 1950. 

’ BHASKHARA Reppy, D., SupRAMANYAM, N. T., REDDY, 
Cc. R. R. M., C. R. aND KAMESWARA 
Rao, V.—Indian J. M. Sc., 10: 964, 1956. 

*Gaper, R. K. anp JHata, H. L.—J. Indian M. Profes- 
sion., 3: 1313, 1956. 

*Reppy, D. J.—Indian M. Gaz., 86: 14, 1951. 

** CUSHING, Harvey—Quoted by Kinnier Wilson, S. A. 
in Neurology, Second Edition, 1954. Butterworth & 
Co. (Publishers) Ltd., London. 

" Reppy, D. J., SuRyaprakasa Rao, T., Gupta, K. 
GOPALAKRISHNIAH AND KOTHANDARAMIAH, K.—Indian 
“J. Se., 10: 389, 1956. 
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centrated in the prevention of infestation rather 
than in the cure of the morbid process. 


Reports of hydatid disease in the human from 
South India are frequently being published and 
occasional reports from other parts of India are 
also noticed. In recent years such reports have 
been published from Vellore’*, Madras****, South 
India’*, Visakhapatnam’’, Guntur**, Gwalior’’, 
and Nagpur®® in which the diverse clinical mani- 
festations the cysts produce have been stressed 
upon since they may be single or multiple in one 
or more organs of the same individual. 


In these reports the authors had observed the 
cysts in the liver, lungs, spleen, mesentery, mus- 
cular planes, etc. But yet in text-books of medi- 
cine or parasitology under Indian*’* or 
foreign®** ** authorship no mention is made of the 
incidence of both cysticercosis and hydatid disease 
in the human in India and is found regrettably 
and conspicuously omitted in the epidemiological 
map of taeniasis. Although it is true that hydatid 
disease is high in sheep-rearing countries where 
man associates himself with dog more frequently, 
clinicians in India are beginning to realise that 
man acquires the disease through ingestion of con- 
taminated food, and water. 


Hydatid disease is recorded in all age groups 
from childhood to old age. It is believed that in- 
festation occurs in childhood and the development 
of cysts to appreciable sizes in order to cause signs 
' and symptoms take a variable period of from 4 to 


® Boat, H. S. anp CARMAN, J. S.—Indian J. Surg., 18: 
57, 1956. 

* Reppy, D. G. anp ANGuLI, V. C.—Ibid, 15: 100, 195. 

THANGAVELU, M. AND Reppy, D. G.—Ibid, 8: 49, 1946. 

** Rao, A. R. AND BALASUBRAMANIAM, V.—Ibid, 19: 42, 
1957. 

vd EVAN, V. AND MENON, T. B.—Indian M. Gaz., 
68: 206, 1933. 

"Rao, ATMaRAM—Indian J. Surg., 14: 61, 1952. 

Reppy, D. J., Narpu, N. VeENKATASwaMy, Gupta, K. 
GOPALAKRASHNIAH, VENKIAH, K. R. AND SURYA- 
— Rao, T.—J. Indian M. Profession, 3: 1956, 
1956. 

KnosaL, K. D.—Indian J. Surg., 16: 343, 1954. 

* NicaM, R. anp GHaRPURE, V. G.—Indian J. Surg., 
16: 85, 1954. 

CHaTreryeE, K. D.—Parasitic Diseases and Human 

. Parasites, Calcutta, India, 1952. 

NAPIER, EVERARD L,.—The Principles and Practice of 
Tropical Medicine, 1946. The Macmillan Company, 
New York. 

* AsH, J. E.—Pathology of Tropical Diseases. W. B. 
Saunders Company, London, 1945. 

* STRONG, P. R.—Stitt’s Diagnosis and Treatment of 
Tropical Diseases, 7th Edn., 1045, H. K. Lewis & 
Co London. ‘ 


20 years and so most of the clinical cases are en- 
countered in adulthood. Clinical recognition of 
the condition is beset with several difficulties for 
very often the hydatid swelling located in the 
superficial planes disappointingly does not give 
the so-called characteristic hydatid thrill. The 
alleged presence of eosinophilia in these cases to 
diagnostic levels is opined by many as of equivo- 
cal significance. The x-ray recognition of cal- 
cific spots in suspected cases is very™suggestive 
of the condition. Circumscribed shadows in the 
lungs are very characteristic and many deem it a 
dependable sign. Casoni’s test has been recom- 
mended as a reliable aid in the detection of 
hydatid disease as the test is found positive in 
90 per cent of the cases and diagnostic punctures 
are discouraged”. It is desirable to look for 
scolices in the sputum, urine, and other ejecta 
when clinical manifestations point to the condition. 


The pressure effects of hydatid cysts on adja- 
cent organs often present deceptive clinical mani- 
festations and cases have been recorded’* * of 
hydatid disease clinically and roentgenologically 
mistaken for benign neoplasm of the stomach and 
carcinoma of the stomach respectively. This was 
the result of hydatid cyst of the liver pressing 
on the lesser curvature of the stomach explaining 
the deformity noted by the authors. Unlike the 
grave prognosis attended with cysticercosis, surgi- 
cal excision of the cyst almost assures lasting cure 
to the patient. But when surgical exploration is 
attempted it is wise to exclude the possibility of 
involvement of organs other than the one designed 
for excision. Resection, lobectomy and pneumo- 
nectomy of the lung for hydatid cysts in a large 
series of cases are very encouraging*®*. Successful 
removal of the hydatid cyst from the vertebral 
spine has been reported*® with restoration of the 
function of the limbs to normal. In this journal*’ 
have been reported the clinicopathological find- 
ings of a case who sought aid for paraplegia. 
Unfortunately a case of hydatid disease of the 
spinal cord responsible for the paraplegia could 
not be recognised clinically, and was disclosed 
only at necropsy. The apparently normal radio- 
logical appearances of the vertebrae partly 


accounted for missing the condition. 


In the above context clinicians when con- 
fronted with an obscure clinical picture will do 
well to think of cysticercosis and hydatid disease. 


*Reppy, D. J., Gupta, K. GOPALAKRISHNIAH AND 
VENKIAH, K. R.—(In press). 


Jorce A.—j. Internat. Coll. Surg., 27: 92, 


** CuiTKara, N. L.—J. Indian+M. A., 28: 520, 1957. 
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CURRENT MEDICAL LITERATURE 


Hydergine in E tial H cnt 
MALHOTRA AND Gupta (Indian Heart J., 9: 9, 1957) 
in giving a summary of the clinical review of 40 cases 
of fully investigated and established essential hyper- 
tension treated with hydergine write : m 

Maximum drop in blood pressure observed was 
mm. of Hg systolic and 24 mm. of Hg diastolic. 21 
patients (525 per cent) showed fair or significant re- 
duction in blood pressure. The average drop was 30-7 
mm. systolic and 14:8 mm. diastolic. 

The drop in blood pressure became manifest on an 
average after 2 weeks of therapy. Minimum sustained 
. blood pressure readings were obtained usually after 2 
months’ treatment. 

The prospects of hydergine therapy could not be 
judged with a fair degree of accuracy by a consideration 
of factors like the initial level of diastolic pressure, size 
of the heart and grade of fundus changes; the last one 
provided the best correlation. 

A paradoxial effect on blood pressure was seen in 2 
cases after injection test and in another 5 cases during 
extended hydergine therapy. The implications of such 
a finding have been discussed and possible explanations 
offered. 

The advantages of using combined hydergine injec- 
tion and tablet regime over either of these alone have 
been mentioned. 

Subjectively, complete or partial relief was observed 
in 84 per cent of cases with general symptoms and over 
50 per cent of cases with cerebral symptoms. Majority 
of these cases had responded by a lowering of blood 
pressure as well. 

The incidence of serious side effects encountered was 
extremely low (5 per cent). .The most frequent side 
effect was a temporary feeling of ‘stuffy’ nose and dry- 
ness of throat (25 per cent). 

Four patients died during the course of this pro- 
longed study but in none of them could hydergine be 
implicated as the possible cause. One case who deve- 
loped myocardial infarction has been mentioned in de- 
tail. 


No toxic reactions were observed in any of the cases : 


under investigation. 

Evidence has been presented to show that many 
patients develop a partial tolerance to the hypotensive 
action of the drug with prolonged therapy. 

On the basis of the observations recorded in the pre- 
sent investigation, the author concludes that hydergine 
is a safe hypotensive agent with very few, if any, 
serious side reactions and toxic effects and is, therefore, 
particularly suitable for the ambulatory treatment of 
hypertensive subjects. Its results are likely to be most 
promising in patients with mild hypertension (fundus 
grades I and II) having large number of symptoms re- 
ferable to vegetative mervous system. In such patients 
the drug produces a state of circulatory equilibrium, with 
a lowered arterial pressure. The drug is in no way a 
sovereign remedy to be used in all cases of hyperten- 
sion and its results were found to be generally _dis- 
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appointing in patients with advanced and malignant 
hypertension. 


C-Reactive Proteins in Myocardial Infarctions 


LEVINGER AND OTHERS (Ann, Int. Med., 46: 68, 1957) 
from the analysis of serial blood determinations for C- 
reactive protein in 50 patients with acute myocardial in- 
farction observe : 

This abnormal protein was found in 49 instances. 
The amount of C-reactive protein correlated roughly with 
other laboratory indices of infarction, such as fever, 
leukocytosis and elevated erythrocyte sedimentation rate. 
In approximately 60 per cent of these patients, C-reac- 
tive protein was initially present but disappeared after 
one to two weeks following the myocardial infarction. 
In seven patients C-reactive protein was absent from the 
initial blood specimens but appeared within one to two 
days and then disappeared in a manner similar to that 
of the preceding group. In four patients C-reactive pro- 
tein persisted in the blood, and in mine cases there 
was no discernible pattern. 

Twelve patients with coronary artery disease with 
protracted chest pain indicative of coronary insufficiency 
but without apparent myocardial infarction have been 
studied with serial blood determination for the presence 
of C-reactive protein. In no imstance was C-reactive 
protein present. 

C-reactive protein test is suggested as an additional 
useful and sensitive laboratory aid in the diagnosis of 
myocardial infarction. 


C-Reactive Protein Value in Coronary 
Di 

KoOZONIs anD GUREVIN (Ann. Int. Med., 46: 79, 1957) 
from the analysis of their observations on the value of 
C-reactive protein determination in coronary artery dis- 
eases write : 

The C-reactive protein test is a highly sensitive test 
for acute inflammation, and is superior to the sedimen- 
tation rate in following the course of acute inflammation. 
C-reactive protein tests were done on 200 patients with 
coronary artery disease. Forty patients were studied 
with serial C-reactive protein determinations, electrocar- 
diograms, sedimentation rates and frequent clinical ob- 
servation. 

The following conclusions were drawn as to C-reactive 
protein : 

1. It is not a specific test for myocardial infarction ; 
however, it seems to be an excellent adjunct in both the 
diagnosis and the prognosis of myocardial infarction. 

2. It is more reliable than the sedimentation rate 
in following the natural evolution of myocardial infarc- 
tion. 

3. It is highly positive in patients with acute myo- 
cardial infarction, and qualitative changes in C-reactive 
protein follow clinical and electrocardiographic improve- 
ment. 

4. It is negative in healed infarctions, coronary in- 
sufficiency and “coronary failure” syndrome. 

5. It is megative in the premonitory phase of myo- 
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6. ‘The persistence of a positive C-reactive protein 
test is usually indicative of progressive infarction, phlebo- 
thrombosis or sonie other embolic phenomenon, 


Reverse Coarctation S 

Sen Gupta anp GHosH (Brit. M. J., 1: -137, 1957) 
report a case of aortic arch syndrome characterized by 
absence of pulsation in all the arteries of the upper 
limbs and neck, with high systolic blood pressure in 
the vigorously pulsatile arteries of the lower limbs and 
evidence of collateral circulation on the abdominal and 
chest walls. From its resemblance to the clinical syn- 
drome of coarctation of the aorta it has been called 
reverse coarctation syndrome. The patient died as a re- 
sult of associated bronchopneumonia. 

The patient had very few symptoms and physical 
signs referable to impaired blood supply to the head and 
neck and to the upper limbs. The possible collateral 
channel of supply is discussed. 

Only a limited necropsy study was possible. There 
was extensive atheroma with calcification in the wall 
of the aortic arch. The upper third of its lumen was 
occupied by an ante-mortem thrombus which extended 
into and completely obliterated the lumina of the innomi- 
nate artery, and the left common carotid and subclavian 
arteries as far as they could be removed. The right 
common carotid and subclavian arteries were patent. 
Histologically, organizing and recanalizing thrombi were 
found in the occluded arteries. Except for the fact that 
there was atheroma in the wall of the aortic arch no 
evidence of any other pathological lesion was to be 
found in the walls of any of the arteries. 


Strophanthin-k in Heart Failure 

WU-HSIEH-NING AND KuanG-P1 (Chinese M. J., 75: 
113, 1957) give in the following lines the summary of 
the clinical observations on 100 cases of congestive heart 
failure treated with strophanthin-k : 

The mortality of 100 cases of congestive heart failure 
treated with strophanthin-k was 3 per cent, whereas 
that of 102 cases treated with oral digitalis was 13-8 per 
cent. In more severe cases of heart failure, the morta- 
lity rate of the patients treated with the former drug 
was 5 per cent and with the latter 62-5 per cent. 

Strophanthin-k is a potent, reliable and rapidly acting 
cardiac stimulant and is especially effective in acute 
failure of the left side of the heart. It is distinctly 
superior to digitalis in chronic obstinate heart failure, 
coronary heart disease and chronic cor pulmonale. 

The drug has a narrow margin of safety, and great 
caution should be exercised in its indication, dosage and 
method of admitiistration. 

A brief discussion concerning its pharmacological 
action, toxicity, indication and dosage is presented. 

A single injection of 0:25 mg. of strophanthin-k is 
usually adequate for grades 1 and 2 failure cases. For 
grades 3 and 4 cases, a subsequent dose of 0:25 mg. 
should be given at the end of twelve hours, as the major 
part of the drug is excreted at the end of twenty-four 
hours. The margin of safety between the therapeutic 
and toxic dose is very narrow. As has been stated, the 
total dose in twenty-four hours should not exceed 05 


mg., otherwise toxic effect may ensue. In general, oral 
digitalis as maintenance can be given concurrently with 
intravenous strophanthin-k, because their time of action 
is different. Digitalization is to be achieved in two or 
three days by slow administration. In very severe cases, 
0-25 mg. of strophanthin-k can be given every twelve 
hours for two or three days and then changed to 0-25 
mge daily or eyery other day, or maintained by oral 
digitalis. The treatment schedule is the same for 
chronic obstinate cases. Here one must bear in mind 
that strophanthin-k can only be given when digitalis 
has been discontinued for ome week or more, so as to 
avoid the cumulative effects of the two drugs. 


Disorders Due to Heat 

Lapel, (Lancet, 1: 460, 1957) who was in the charge 
of the Hot Climates Physiological Research Unit, Lagos, 
Nigeria, at a meeting of the Royal Society of Tropical 
Medicine & Hygiene, read a paper on ‘Disorders due to 
Heat’. 

He divided these into four parts : 

Skin disorders (sunburn and prickly heat) ; 

Circulatory disorders (heat syncope) ; 

Disorders of water and electrolyte metabolism (heat 
exhaustion, heat cramps) ; 

Failures of heat regulation (tropical anidrotic asthenia, 
hyperpyrexia). 

Heat exhaustion and heat cramps are probably due to 
the strain of extra efforts in a person chronically slight- 
ly short of water. At one time salt deficiency was 
thought to be the major factor, but Ladell now thinks 
that water debt—in people who consistently do not drink 
enough—is the predisposing cause. Extracellular fluid is 
lost in the heat, and about 2 litres can be lost before 
the intracellular water is affected, but the loss of much 
of the extracellular water renders the person susceptible 
to heat exhaustion; depletion of intracellular water is 
dangerous. 

The role of salt is complex. In the state of water 
debt, if water is taken but no salt the intracellular fiuid 
is maintained, and any deficit falls on the extracellular 
fluid; if salt is taken, particularly in the absence of 
enough water, the intracellular-fluid volume falls, and 
the extracellular-fluid volume is maintained at the ex- 
pense of the intracellular fluid. This intracellular dehy- 
dration leads to collapse. Treatment consists of plenty 
of water and a controlled supply of salt; excess of salt 
will deplete the intracellular fluid and make the patient 
worse. Therefore, in persons in chronic slight water 
debt, unless there is a sudden emergency calling for an 
extra output of sweat, extra salt should not be taken; 
and if any extra salt is taken ample water should be 
drunk. Extra salt may also depress aldosterone secre- 
tion, and this may be dangerous. Ladell thinks that man 
has become addicted to salt as a habit, not as a necessity 
in the amounts normally consumed. 

Tropical anidrotic asthenia is seen at the end of the 
hot season; there is no collapse but there is lack of 
energy, failure to sweat properly, and polyuria. The 
symptoms may be explained first by failure of the renal 
tubules to respond to antidiuretic hormone, which leads 
to excessive production of that hormone, and this may 


suppress sweating. Secondly, there is diminished acti- 
vity by the adrenal cortex, which leads to electrolyte 
imbalance and asthenia. The condition is often associat- 
ed with prickly heat or lichen tropicalis. The only satis- 
factory treatment is prolonged rest in the cool. 

Ladell’s conception of heat hyperpyrexia is that it is 
essentially a physiological, not a pathological, process. 
Its aetiology is not clearly known, but it may have an 
affinity with ‘“sweat-gland fatigue (which, being rever- 
sible, is not true fatigue). Experiments have shown that 
the response of the sweat-glands in the healthy person 
becomes progressively less as the rectal temperature 
rises, and a critical point can be reached (for instance, 
after hard work in the heat or if physiological cooling 
is prevented as by the wearing of too much clothing or 
lack of ventilation) at which sweating stops and cool- 
ing ceases, with rapid—and, without treatment, fatal— 
results. Treatment consists in cooling by means of tepid 
sponging, wrapping the patient in wet towels, and the 
use of fans for evaporation, 

Lieut.-Colonel J. H. Walters cited a series of cases 
of heat hyperpyrexia seen in Iraq and Kuwait. Some 
of the patients were middle-aged pilgrims or fat cooks, 
subject to great heat stress, and some were men with 
arsenical dermatitis after treatment for syphilis; in the 
latter sweating was inhibited. -There may be an ele- 
ment of acute anoxia in heat hyperpyrexia, which may 
indicate the use of oxygen in treatment. In some pa- 
tients who recovered there was evidence of serious 
damage to the nervous system. 

Major-General A. Sachs recalled the pathological 
findings in hyperpyrexia, with haemorrhages into the 
suprarenals and cerebellum and circulatory collapse. 


Gastrointestinal Symptoms in Hyperparathyroidism 


WALTER (Ann. Int. Med., 46: 102, 1957) in reviewing 
the gastrointestinal symptoms of primary hyperpara- 
thyroidism as seen in 45 cases at Presbysterian Hospital, 
New York, writes : 

Sixteen of the 45 cases had gastrointestinal symptoms 
of clinical significance. The symptoms thought to be 
due to hypercalcaemia consisted of nausea and vomiting. 
anorexia and weight loss, a variety of abdominal pains 
and marked constipation. 

These gastrointestinal symtonis are meaningless in 
themselves. An awareness of their.occurrence in hyper- 
parathyroidism, however, may prove helpful in recogniz- 
ing other nonspecific manifestations of a potentially re- 
versible disease and thus lead to its earlier diagnosis. 


Hormonal Production of Nephrosclerosis 


anp Bors (Brit. M. J., 1: 183, 1957) write: 

Experiments on unilaterally nephrectomized rhesus 
monkeys indicate that overdosage with comparatively 
small amounts of a new highly potent synthetic minera- 
locorticoid, 2-methyl-9(a) fluorocorticol (Me-F-COL), can 
produce severe malignant hyalinizing nephroslerosis, with 
renal changes reminiscent of those seen in the Kimmel. 
stiel-Wilson syndrome, cardiac hypertrophy, a rise in 
blood pressure, periarteritis nodosa, and a peculiar type 
of cystic transformation of Langerhans’ islets. 
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This syndrome was not accompanied by the signs of 
periodic paralysis seen in monkeys overdosed with de- 
oxycorticosterone and in patients with primary aldoste- 
ronism. It is concluded that a rather typical syndrome 
of malignant nephrosclerosis with periarteritis nodosa 
can be induced hormonally in the primate under condi- 
tions which bear no apparent relationship to allergic 
hypersensitivity. 

Attention is called to the danger of producing simi- 
lar changes by overdosage with 2-methyl-halo-corticoids 
in man, but further work will be necessary to establish 
with certainty whether endogenous secretion of corti- 
coids can participate in the pathogenesis of malignant 
nephrosclerosis, the Kimmelstiel-Wilson syndrome peri- 
arteritis nodosa, or Langerhans’ islet changes in the 
human being. 

As an incidental observation, it was noted that com- 
pletely adrenalectomized monkeys given 2-8 mg, of Me- 
F-COL per day rapidly died showing a syndrome charac- 
terized by acute cardiovascular damage and leucocytic 
infiltrations, especially in the liver and kidney. (Authors’ 
summary). 


Natural History of Intracranial Neoplasms 

NETSKY AND Watson (Ann. Int. Med., 45: 275, 1956) 
write 

The natural history of brain tumours is of more than 
theoretic importance. It has an important relation to 
ability to diagnose intracranial neoplasms. The discon- 
certing truth is that the back wards of mental hospi- 
tals, and the active wards of general hospitals, still 
contain patients diagnosed otherwise who at necropsy 
are discovered to have brain tumours. It is beyond the 
range of this paper to inquire into all the causes of 
erroneous diagnoses. One factor undoubtedly is failure 
to take into account the variation of the natural history 
of the disorder. Awareness of brain tumours is dimi- 
nished under circumstances when onset is apoplectic, and 
especially when remissions occur. An interval without 
symptoms does not always imply a vascular insult, but 
may occur with cerebral neoplasms. Recovery, it is 
true, is a common part of the natural history of many 
cerebrovascular accidents. Such retrogression, however, 
should not cause the clinician to relax his suspicion of 
tumour. This is especially true if the “cerebrovascular 
accident’? recurs more than once, with the same signs 
and symptoms. Cases are presented here in which 
signs and symptoms of brain tumour improved in various 
patterns. Recession of symptoms is therefore not a 
conclusive argument against the diagnosis of intracranial 
neoplasm. In discussing on the pathogenesis of sudden 
onset of symptoms in patients with brain tumours the 
following factors are stressed, viz., haemorrhage into 
the tumour; compression of blood vessels by swelling or 
tumour; acute block or shift of ventricular system; cere- 
bral swelling or oedema; hydration, general nutrition, 
electrolyte balance, blood pressure and cardiac functions. 
The pathogenesis of the remittent course is also dis- 
cussed. 


Breath in Acute Leukaemia 
BLACKBURN (Brit. M. J., 1: 146, 1957) describes a 
physical sign consisting of a peculiar sweet odour of the 
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breath found in relation to 73 cases of leukaemia (51 
acute, 22 chronic). It was present in 12 of the cases of 
acute leukaemia without obvious clinical involvement of 
the gums, mouth, or upper respiratory and alimentary 
tracts. In six of these cases there were signs and 
symptoms, such as splenomegaly, to suggest the true 
diagnosis, while ordinary clinical examination of the other 
six cases, halitosis apart, was unrewarding, and it was 
only after examination of the blood and bone marrow 
that a firm diagnosis could be made. Possible sources 
of the halitosis are discussed. 


Precipitating Factors in the Development of 
Hepatic Coma 

FRIEDMAN (Am. J. Gastroenterol., 27: 23, 1957) in 
reviewing the precipitating factors in the development 
of hepatic coma in 20 patients observes: Haematemesis 
and infection remain the two most common Causes. 
Ammonium chloride, narcotics and paracentesis are very 
oceasionally responsible. Orally ingested protein, me- 
thionine, however, and intravenous Amigen appeared to 
be implicated in precipitating hepatic coma in patients 
with severe liver disease. In discussing the significance 
of serum ammonium elevations the author writes that 
the biochemistry of serum ammonium and its relation- 
ship to hepatic coma goes back to the Krebs cycle. It 
has been postulated that ammonium combining with 
alphaketoglutaric acid and decreases the amount of this 
metabolite available for the Krebs cycle. The adminis- 
tration of glutamic acid by combining with ammonium 
produces glutamine and frees alphaglutaric acid for its 
normal metabolic role in the physiology of the brain 
cell. An excess of ammonium in the brain depresses cere- 
bral metabolism and is associated with mental confusion, 
disorientation, tremor and finally unconscic 


Effect of Quinitle on Widal Reaction 

CHaupHuRI (Antiseptic, 54: 441, 1957) writes that 
quinine salts can produce false positive Widal reactions 
against S. typhi in vitro as well as in vivo. 

Such false positive reactions are not permanent but 
pass off on the withdrawal of quinine. 

Quinine is widely used in the tropics and the Widal 
test should be made either before quinine administra- 
tion or a few days after stopping the quinine. 


Histopl 

Sen Gupta anD oTHERS (Bull, Calcutta School Trop. 
Med., 5: 54, 1957) write that histoplasmosis is a fungal 
disease caused by Histoplasma capsulatum. Clinically 
three types of the disease produced by this infection 
are recognised: (1) primary type, an inhalation infec- 
tion of the lungs producing multiple areas of pneumo- 
nitis which heal up partially and leave areas of calcifica- 
tion in the parenchyma and the regional lymph nodes ; 
(2) progressive type, a condition associated with pyrexia, 
progressive emaciation, splenomegaly, hepatomegaly, 
lymphadenopathy and ulceration in the nasal, oral and 
pharyngeal cavities and intestines and anaemia and 
leucopenia ; (3) re-infection type. The first type is rather 
common while the second and third are comparatively 
rare, 


The disease is endemic in midwestern states of U.S.A. 
but sporadic cases have been reported from different 
parts of the world. It is rare in eastern India. 

The first case of histoplasmosis in India was diagnos- 
ed in the Calcutta School of Tropical Medicine and re- 
ported by Sen and Panja (J. Indian M. A., 23: 257, 
1954). It was of one of progressive type and it ended 
fatally. 

The authors in reporting on the second case of 
histoplasmosis observe: The patient had kala-azar be- 
fore from which he recovered. His present illness start- 
ed in November 1956 with inflammation and ulceration 
of the gum which spread to the palate and the tongue, 
fever with gradual emaciation, enlargement of the liver 
and the spleen and marked leucopenia and doubtfui 
‘aldehyde’ test. The case was thought to be one of a 
relapse of kala-azar with a chronic granulomatous ulce- 
ration of the mouth. 

Examination of the iliac crest puncture and spleen 
puncture smears did not reveal any L.D. bodies but 
showed many yeast form of fungus in the cytoplasm of 
the reticulo-endothelial cells. Histological examination 
of the tissues removed from the palate showed the pre- 
sence of chronic granulomatous condition and yeast form 
of fungus in R.E. cells, in the vacuolated areas in the 
host cells and free amidst the degenerated tissues of the 
granuloma. Morphology of the fungus in the smears 
and in the tissue section was characteristic of H. capsu- 
latum. 

Mycological examination of the spleen puncture 
material showed the branching septate mycelia contain- 
ing tuberculate chlamydospares diagnostic of H. capsu- 
latum. No valuable information, however, was obtained 
from the oral swab material due to the presence of 
secondary contamination. 

Skiagram of the chest did not reveal abnomality of 
any kind. 

The patient who has one of the progressive type of 
the disease is still under observation and is being treat- 
ed with hydroxystilbamidine. 

Immune Globulin in Herpes Zoster 
and Chicken Pox 

RODARTE AND Wiitams (A. M. A. Arch. Dermat., 73: 
553, 1956, Ref. Abst. World Med., 21: 56, 1957) report 
their experience of injections of gamma globulin in the 
treatment of severe herpes zoster. The dosage advocat- 
ed is 10 ml. intramuscularly into each buttock daily 
for at least 4 days. In none of the 11 cases so treated 
did severe pain recur after the first injection; sedatives 
were rarely needed. Early lesions failed to progress, and 
in all lesions there were involutionary changes. It is 
suggested that since post-herpetic neuralgia did not deve- 
lop in any of these cases the immune globulin may 
minimise changes in the posterior root ganglia and spinal 
cord. 

Immune globulin was also given to 5 children with 
chicken pox, the dosage being 12 ml. on the day the 
eruption appeared and a similar amount on the two 
following days. Although the original spots were not 
affected, those appearing within 48 hours of the start 
of treatment were attenuated and new macules dis- 
appeared without causing skin damage. _ 
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In our present discourse on the above subject we 
have restricted ourselves to West Bengal only, as other- 
wise the discourse would be too long and might lean 
more towards the academic than the practical side of 
the question because the environmental factors of rural 
health problem vary widely from State to State in the 
vast continent of India. 


In order to define the problems of rural health and 
their environmental factors and to suggest possible solu- 
tions, it is necessary that one should know first the 
status of health that obtains in those areas. In the 
absence of figures obtained by the direct method, viz., 
Actual Health Survey, those obtained by the indirect 
method, viz., Vital Statistics furnish the only yardstick 
for measuring health. Accordingly, a table of vital statis- 
tical figures for 1954 is given below. Besides, the School 
Health Statistics for the same year, obtained by actual 
survey, is also appended. These taken together are 
expected to give us a fair idea of the level of health in 
the rural areas in recent years. 


Vita, STATISTICS FoR RuRaL West BENGAL, 1954 


Rate per Per cent 
Items Number mille of to total 
population deaths 
Births 476,641 23-9 
Deaths 182,220 92 
Infant deaths aie 1 
year we 37,026* 77-7 203 
Deaths between 
() 1—5 years 23,507 12-4 
17-2 
(#) 5—10 years 7,799 3-3 
Maternal mortality 2,517¢ 5-2 1-4 
Deaths from 
Smallpox 309 0-02 ) 
(ii) Cholera “a 887 0-04 
(iti) Dysentery end” 
diarrhoea 7,618 0-4 
(iv) Malaria 22,774 1:14} 20-25 
(Vv) Tuberculasis of 
lungs 3,743 0-19 
(vi) Enteric group of 
fevers 1,567 0-08 
Expectation of life at 
birth (West Bengal) .. 35-6 


* Rate per 1,000 live birtfis. 
+ Rate per 1,000 total births. 


ScHoo, HEALTH StaTisTics, 1954 (RURAL) 


I. Total number of scholars, examined 135,409 


Il. Total number of scholars, found 
defective 16,240 (11-8 per 
cent) 
Ill. Total number of scholars, trained 10,848 
IV. Total number of schools, through 
which the scholars are examined 2,639 
Percentage 
Names of diseases of defective 
scholars 
(@) Malnutrition 98 
(b) Diseases of eye, defective vision ... 26 
(c) Diseases of mouth, carious teeth ... 37-7 
(2) Diseases of throat (enlarged tonsils) 14-0 
(e) Diseases of ear (otorrhoea) a oe 
(f) Liver (enlarged) 
(g) Spleen (enlarged) 
(hk) Digestive system (dysentery) 
(i) Diseases of lungs (bronchitis) .. 28 
(j) Skin and scalp 127 
(k) Malaria oo» 885 


This means that in this State with a very high density 
of population already (655 per square mile in rural areas 
and 15,467 per square mile in urban areas) 23-9 babies 
were born in the year to each 1,000 of the population ; 77-7 
babies out of every 1,000 born alive died before they could 
complete even 1 year of their lives; 5-2 mothers lost their 
lives for each 1,000 of the confinements. The little baby 
that was born is expected to live not more than 35-6 years 
whereas 37-5 per cent of the total deaths occurs within 
the first 10 years of life and about 20 per cent of the 
total deaths is traceable to environmental causes and is 
therefore preventible. 

Looking to the health of the school-going children 
we find that 11-8 per cent of the scholars examined are 
physically defective and are suffering either from diseases 
of the mouth or the throat or from malnutrition or from 
communicable diseases, e.g., scabies or malaria. 

The above would indicate that the state of affairs is 
far from satisfactory. It is all the more so in view of 
the fact that very serious efforts to improve the standard 
of health are being persistently made by this State 
through various directions from year to year since 
we achieved Independence. There has been considerable 
improvement no doubt as compared with the state of 
health that obtained in our base line year, viz., 1948, 
i.e., just after the country was freed from foreign rule ; 
but there still remains much to be done and that as 
quickly as possible. The progress made since 1948 in 
the improvement of the status of health has been supplied 
elsewhere. 

The causes of this state of affairs are complex and 
diverse lying partly in the socio-economic plane and 
partly in the field of environmental sanitation. From 
the statistics given above it would be at once clear that 


— 
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a large number of people are carried away each year due 
to causes whose roots lie in the fields of environmental 
sanitation and are preventible. An understanding of the 
environmental sanitation and how to improve it, therefore, 
is quite important and urgent. 

The principal ingredients of the environment that have 
a direct bearing on the health and mortality of the rural 
population as well as the measures as to how this could 
be improved upon are briefly discussed below : 


WATER 


The sources of drinking water in the villages are 
either tanks, ponds, rivers, streams, wells, etc. It is 
often noticed that these are polluted either with human 
or animal excreta. This pollution is generally traced to 
unhygienic babies of the villagers. The banks of these 
water sources are used as places for defaecation whereas 
their water serves the purposes of ablution, perhaps 
because of the convenience due to proximity, Besides, no 
urinals being provided in the houses the females as a 
rule urinate in the said water sources. Further, the self- 
same water sources are used for purposes of bathing both 
men and animals as well as to receive the effluents of the 
house drains and urinals where these exist. Such are 
the sources from where drinking water is collected and 
thereafter taken without boiling. On this background it 
is no wonder why the frequency of water-borne diseases 
should be so high. 


Our people, as a rule, have a deep regard for religion 
and godliness. Cleanliness with scrupulous care is found 
to be observed generally by them in all matters connected 
with worship, religious ceremonies, etc. If only they 
could be convinced of the unclean character of the water 
that they are using for purposes of drinking or worship 
and that the ingestion of such water meant ingestion of 
excreta in very fine invisible form, then I believe they 
would discard these habits forthwith at least in deference 
to their sense of godliness, if for no other reason, e.g., 
the dangers of communicable diseases. This education 
can perhaps be given best by the villagers themselves 
amongst whom are people whose words command deep 
respect with the villagers. 

The above, in my opinion, seems to be the most 
important step that should be taken immediately to cope 
with the age-old, deep-rooted habits of the villagers and 
the still prevailing custom in the villages. 

Next, by mutual consent the villagers should set apart 
a few tanks or wells, as the case may be, in different 
localities of the villages reserved for purposes of supply- 
ing drinking water only, duly fenced, with the banks 
protected against surface pollution and without any 
access to them by animals or unauthorised persons. 
Similarly, a few tanks should be reserved for bathing of 
men and others for animals. 

To get a safe source for drinking water, the best 
course for them would be to sink wherever possible one 
or more tube-wells in the village, within a reasonable 
distance of the consuming houses, say at the rate of 
one for 50 families or 250 population. The average cost 
of Sinking a fairly deep tube-well is about Rs. 800. If 
each family contributes Rs. 4 per capita only—which is 


by no means a big sum—they can easily have a tube-well 
providing them clear, safe and excellent drinking water. 
When sunk these should be looked after and maintained 
as one of the most valuable assets of the locality. It is 
often found that little children, for the sake of fun only, 
put in small stones, clinkers, etc., through the hole of 
the pump and put it out of order. Care should be taken 
to prevent this sort of interference with the invaluable 
commodity of the locality which this tube-well really is. 

In such areas where it is not possible or feasible to 
sink tube-wells, covered ring-wells with a sufficiently 
raised rim, platform and drain, fitted with a bucket and 
pulley and with no source of contamination within 50 feet 
of the well should be constructed at the same rate and 
on the same basis as in the case of tube-wells. 

It may be argued that the Government has program- 
mes for rural water-supply and therefore the villagers 
may not spend from their own pockets. It is true that 
the Government has several water-supply programmes 
but it is also true that there are approximately 35,000 
villages in this State and it is not possible for the Govern- 
ment to attend to these villages all at a time. They have 
to phase their programmes according to priority. My 
question is as to whether for a paltry sum of Rs. 4 oniy 
per capita, we should wait and put off quenching our 
thirst and worshipping our deities with clean water and 
deprive our families of the safety against certain diseases 
afforded by the water till the turn of a particular village 
comes for a Government tube-well according to the time- 
table in the programme of the Government. Every 
villager should search his own heart and find an answer 
to the above question. 

Until such time when a protected source of drinking 
water-supply has been provided it should be a profitable 
maxim for the villagers not to take any water unless it 
has been boiled and thereafter cooled and _ stored 
hygienically. 


Foop 


The overall production of food for the whole country 
has been receiving the serious attention of the State 
since Independence and mighty efforts are being made 
through various projects, e.g., irrigation projects like 
D.V.C., Mor-Projects, etc., agricultural loans, improve- 
ment of animal husbandry, etc. It is the local production, 
storage, method of consumption where the villager can 
do much to help himself. The country as a whole is 
short of protective food. The villager can maintain cows 
or buffalos for the supply of milk and a poultry to 
supply eggs and meat. This will enable him not only 
to get adequate protective food for his own family but 
also to supplement his income by selling the surplus, 
if any. 

The manner of cooking leaves room for improvement. 
It is usually seen that the rice-water, so rich in vitamin, 
is thrown away while the rice bereft of this water is 
eaten. Such waste of valuable materials should not be 
tolerated. Rice should be cooked in such a way that 
there may not be any need at all for throwing away the 
rice-water. It is not difficult to do. We have only to 
train’ oursélves” iti thé téchnique or to cook khichuri 
instead of rice. 
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The method of storage is also not satisfactory. ‘The 
food materials after preparation or the utensils on which 
food is taken are rarely seen kept covered: as a result 
the risk of contamination by flies always remains. The 
safer method is to take the food immediately after it is 
cooked. When storage becomes unavoidably necessary, 
it should be properly covered. 

The villagers can also assist in preventing adultera- 
tion of foodstuff by exposing the adulterer, by co- 
perating with the official inspectorate staff and by boy- 
cotting the shops of people convicted of such charges. 
Without social pressure, no amount of official action 
can successfully remove the evil so deep-rooted and 
organised as in our country. 


EXCRETA 


As has been pointed out in connection with the source 
of drinking water-supply in the villages, it remains a fact 
that the age-old custom in the villages is to defaecate on 
the banks of tanks, ponds, rivers, streams, etc., or in 
the erstwhile dry beds of the streams or on the open 
fields. It is a rare sight to find a village premises fitted 
with a privy. If per chance one is found, it is of service 
type. 

The dangers inherent in the above are fly-breeding, 
contamination of food through flies and pollution of 
drinking water sources leading to food and water-borne 
diseases, e.g., cholera, diarrhoea, dysentery, typhoid, 
paratyphoid, etc., and pollution of soil leading to diseases 
like ankylostomiasis. 

This has to be controlled. This can be done by 
apprising the villagers of the dangers to the health of 
their children as well as to themselves that are associated 
with such practice and how easily and cheaply they 
could avoid these dangers and spare themselves the shock 
due to the loss of lives of their near and dear ones besides 
saving the expenses involved in the treatment. 


This can easily be avoided if each villager could have 
his house provided with a bore-hole or dug-well type of 
self-cleansing latrine fitted with a water-seal plate made 
of concrete. A bucket of water poured in it by each 
inmate of the house after defaecation is sufficient to keep 
it clean. No sweeper or methor is needed for service at 
all. It looks as nice and as clean as the closet of the 
connected privies in the cities. This is freé from any 
serious nuisance or danger of fly-breeding. A demons- 
tration was actually given by the writer in a very 
big mela held in connection with the Centenary Celebra- 
tion of Sri Sri Ma at Jairambati, Bankura, where the 
trench latrine system (which is the traditional system for 
such occasions) was altogether replaced by dug-well type 
of latrines. The cleanliness and the very little nuisance 
that resulted in spite of their proximity to the residential 
sheds drew admiration from all people that came from 
far and near including foreign visitors from all over the 
world. 


A water-seal plate would not cost more than 10-20 
rupees and can be fixed upon a hole bored by an auger 
(bored hole) or upon a well dug by manual labour (dug- 
well). The cost of digging and superstructure for the 
privy should be added to the cost of the watet-seal plate, 
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When the well or the hole-is nearly filled up, the water/ 
seal plate may be removed to be fixed over a newly 
bored hole or dug-well as the case may be and the old 
one sealed off. Thus the same plate should con- 
tinue to serve the suceessive wells or holes for years 
and years. A dug-well latrine of the size (of 6 feet deep 
x2% to 3 feet diameter) is expected to serve a family 
of five for 5-10 years before it becomes necéssary to shift 
the plate to a new site. There is no question of main- 
tenance cost or expenses on account of sweepers. Such 
plates can be constructed locally by consulting the health 
unit at Singur or can be had readymade by referring to 
Block Development Officers or Project Executive Officers 
of the Community Development Project—National Exten- 
sion Service Blocks or Chief Engineer, Public Health 
Engineering, West Bengal. The digging portion can be 
arranged through local labourers or by villagers them- 
selves. 


EXCRETA OF ANIMALS AND CATTLE SHEDS 


Care should also be taken for proper disposal of -the 
excreta of village animals. The villagers being mostly 
cultivators by occupation, they necessarily have to main- 
tain cattle. To this may be added those who maintain 
cows for milk, either for their own consumption or for 
sale. 

The cattle sheds in the villages are generally found 
to be dirty, without proper drainage arrangement and 
located too near the living rooms whereas the cattle- 
dung is usually seen dumped for months together at a 
corner breeding flies and emitting nuisance. 

With a little care, these sheds can be kept clean by 
making the floors pucca and properly sloping it so as to 
allow the wastages and effluents to drain easily into soak 
or cesspits. The cattle-dung may be collected and com- 
posted in manure pits with house or village refuse. The 
manure pits are quite easy to construct. If necessary 
the thana sanitary inspector or the rural medical officer 
of health, as the case may be, may be contacted for advice 
and guidance in the matter of their construction and 
arrangement. The manure that may thus be produced 
would be of much value to the villagers for manuring 
the fields, besides saving him the nuisance of smell, flies, 
mosquitoes, etc. : 


Rural Hovusinc 


The houses are generally constructed and owned by 
the villagers themselves and as such carefully. looked 
after. The defects that are usually noticed are in respect 
of inadequate number of windows in the living rooms— 
one window only being provided for a room; the proxi- 
mity of cooking sheds to the living rooms causing nui- 
sance of smoke and soot in the said rooms; the. proximity 
of cattle sheds as discussed already; want of proper 
arrangement for draining the waste water of the house 
as a whole which is allowed to stagnate either in the 
courtyard or to drain in the nearby tank or pond which 
serves as the source of drinking water-supply of the 
family ; want of proper latrines and urinals. 

Wherever possible the villagers should provide at 
least two windows in the living room so as to admit 


126 J. INDIAN M. A., VOL. 29, NO. 3, AUGUST 1, 1957 


cross-ventilation when the door is closed at times of rest. 
The cook sheds, the cattle sheds and the latrines should 
be located away from the direction of wind and at a 
satisfactory distance, say 25 feet at least from the living 
room as well as from each other. The latrine should be 
of self-cleansing type and located at least 50 feet away 
from the water source. Proper drainage should be pro- 
vided for the waste water of the house as well as for the 
urine from the urinals and disposed off through soak-pits 
which should be situated at least 50 feet away from the 
water. source. 


INSECTS 


West Bengal, particularly her deltaic areas, abounds 
in ponds or tanks, on an average each house has 1 to 1-5 
ponds or tanks, infested mostly with water-hyacinth ; 
besides there are small collections of water in ditches, 
borrow-pits, brickfields, etc. This leads to mosquito 
breeding which apart from their nuisance value favour 
transmission of mosquito-borne diseases, e.g., malaria, 
filaria, dengue, etc. 

The lack of care perhaps due to the lack of knowledge 
about the proper methods for disposal of human and 
animal excreta as well as of village garbages contribufe 
to local fly-breeding with its concomitant dangers of 
transmission of fly-borne diseases, e.g., cholera, dysen- 
tery, diarrhoea, typhoid and paratyphoid, etc. 

It is not difficult to rid the villages of these nuisances, 
if however each villager discharges his own responsibility 
in this connection. He can keep the tanks and ponds 
in his compound clean by removing the weeds as they 
grow and treating the water edges, where the mosquitoes 
lay their eggs, with malariol or crude kerosene oil once 
a week. The smaller ponds and water collections should 
be eliminated either by filling them up or by draining 
them into bigger tanks. Unauthorised digging in the 
village, e.g., brickfields should be resisted in the interest 
of the health of the villagers. 


As regards the nuisance due to flies, proper disposal 
of human and cattle excreta as well as of the village 
garbages (which have been discussed already) should 
suffice to prevent fly-breeding which is the only suc- 
cessful method for controlling fly nuisance. 


MATERNITY AND CHILD HEALTH 


The pathos of a villager’s home lies in the lying-in 
room for the mother, where the future representative of 
the nation is being born. Invariably it is the worst room 
in the villager’s small household, ill-ventilated, damp, 
smoky due to fire burning in the room under instruc- 
tions from the indigenous dais who conduct the delivery 
and after-care of the mother and her child in the room 
for a period of at least 3 weeks. In view of the en- 
vironments provided as stated above and in view of the 
lack of technical knowledge of the indigenous dais whose 
only qualification to the profession is heredity, it is no 
wonder, that we should lose each year so many of our 
mothers and infants. 


This calls for immediate ‘remedy. The best room in 
the household, well ventilated and dry should be resery- 


ed for the mother and her newborn baby where she 
must receive the care of at least a passed midwife or a 
trained dai during the whole lying-in period. The ser- 
vices of a midwife or trained dai may be had on requi- 
sition to the union or thana health centres or to the 
Block Development Officers or Project Executive Officers 
of National Extension Services—Community Development 
Project Blocks in which the village is situated. 


ScHoo, HEALTH 


Next in importance to the environment for the mother 
and her newborn babe stands the environment in the 
schools where the future hopefuls of the nation has to 
spend at least 25 per cent of their daily lives. 

The majority of the village schools do not satisfy 
the minimum standards of healthy environment. Besides 
very few amongst them are provided with safe water- 
supply, latrines and urinals of any kind whatsoever. 
School tiffin is a thing unknown there. The conse- 
quent deterioration in health of the school children is 
well-reflected in the statistical figures already presented. 

The villagers should insist on raising the standard 
of the school from the standpoint of health. Education 
would be of little avail if the children suffer in health 
and develop permanent physical defects due to unhygie- 
nic environments of the school. Each school should 
have a safe source of drinking water, provided with 
urinals and a sanitary latrine with adequate number of 
seats, besides being dry, well ventilated, well lighted and 
sufficiently commodious for the number of scholars on 
the rolls. Unless the students are taught to use latrines 
and urinals in their schools, it would be impossible in 
later life to correct this unhygienic habit of indiscri- 
minate defaecation in the open. As a result they would 
continue to be so many foci for creating avoidable health 
problems to the nation. 


School authorities shonld therefore find ways and 
means to satisfy at least the minimum standards of 
healthy environments in the school. If necessary they 
should raise contributions from the villagers who should 
not grudge the small amounts in the interest of the 
health and the future of their own children. 


OF THE DEAD 


The usual practice of disposal of corpses is by burn- 
ing or by burying deep sometimes with a monument over 
it. There is little to comment over these practices 
except that these should be duly registered stating the 
causes of death. Sometimes however as a result of local 
prejudices corpses dying of such dangerous diseases as 
cholera or smallpox are disposed of by throwing them 
into rivers or jungles. Such practices are most datgerous 
and objectionable because the diseases are highly com- 
municable from the corpses to the community at large. 
As such these practices should be firmly resisted and 
stopped altogether. The villagers should form public 
opinion against such practices and bring the offenders 
to book. 


’ Disposal of carcasses also leaves room for improve- 
ment. It is often seen that carcasses—particularly of 
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smaller animals—are left unburied in the disposal ground 
at a corner of the village. This is also a very dangerous 
practice so far as public health is concerned. All car- 
casses should be buried sufficiently deep and covered 
with lime and earth. 


PROTECTIVE VACCINATION 


We have discussed about the principal ingredients of 
the rural environments. As it may take some time be- 
fore these environments could be improved permanently 
and its effect felt on villagers’ it is essential that each 
individual villager should get himself and all the mem- 
bers of his family artificially protected against the prin- 
cipal environmental diseases, e.g., cholera, typhoid, 
smallpox, etc., by immunising with suitable vaccines. 
e.g., anti-cholera and T.A.B.' vaccines every six months 
and with anti-smallpox vaccine immediately those that 
have not yet been successfully vaccinated for once and 
every third year those that had successful vaccination. 
This service they can have quite easily at their own 
homes and free of cost if they only co-operate with the 
health staff as and when the latter visit their village in 
the course of their routine rounds. At other times they 
can get the same service by referring to the sanitary 
inspector of the thana or to the rural médical officer of 
health in charge of the health centre of the union in 
which the village is situated. This aspect of the question 
assumes greater importance when the villager intends 
attending a mela or a mela is going to be held in his 
own village. 


Loca, MEDICAL MEN 


One of the principal responsibilities of the local medi- 
cal men, whether in professional practice or service, 
should be to educate the villager for health and assist 
him in developing a healthful living. 


ROLE OF 


ROLE OF INDIVIDUALS 


It will be evident from the above that each individual 
villager has a very important part to play in improving 
the environmental sanitation of the village as well as 
its health and that he can help a lot only if he wills it. 
There may be a few recalcitrants amongst the villagers 
but they can be and should be won over and persuaded 
to action by the collective opinion of the more reasonable 
sections of the villagers. The battle against dirg and 


disease cannot be won unless and until all the villagers - 


have been persuaded to join in it. The mosquitoes and 
flies bred in the compound of one careless villager would 
not spare his neighbours the nuisance that they imply 
and the diseases that they communicate. This collec- 
tive action can be organised easily through village health 
committees one of which each village should form. The 
function of these committees would be not only to per- 
suade the villagers to action as above but also to estab- 
lish liaison with the local representatives of the technical 
departments of the district board or of the State. In 
other words, the villagers will have to develop a spirit 
of self-help and take the initiative both individually and 
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collectively for the improvement of the environment of 
the village. When this is done technical and other aids 
would automatically flow from the local representatives 
of the technical departments. 


It must be clearly understood that health can never 
be thrust from above but it has to be built up from be- 
low. If any attempt is made to thrust it from above, it 
is bound to fail or to produce at best indifferent results 
only. 


By this it is, however, not at all suggested that the 
State has no responsibility in the matter. Surely it has. 
But what has been suggested is that in the absence of 
requisite urge from the people of the village any 
aid or measure from the State level is not likely 
to succeed. 


First FIve-YEAR PLAN 


Since Independence, the State is doing its level best to 
improve the sanitation and health in the rural areas. 
The achievements in the First Five-Year Plan briefly are 
as follows : 


Out of 35,000 villages, 17,300 have been provided with 
tube-wells or other sources of safe drinking water spend- 
ing Rs. 20 lakhs annually for rural water-supply. 

Total food production was given topmost priority and 
various important schemes were undertaken involving a 
number of mighty irrigation projects, e.g., D.V.C. and 
Mor projects which are almost completed. The total 
production of cereals has increased many times more 
than what it was in 1947. 


Production of protective foods also have been aug- 
mented through a number of poultry and dairy projects, 
e.g., Haringhata. 

Two hundred and sixty-three health centres have been 
constructed from where, apart from routine curative and 
preventive health service, special attention is being paid 
to the health of the village mothers and infants and to 
the health of village scholars. Priority has been given 
to fighting the scourge of malaria, tuberculosis and 
leprosy which constituted the worst of the health pro- 
blems of this State. 


For economic and integrated social welfare develop- 
ment which is so intimately connected with the improve- 
ment of health, National Extension Service and Commu- 
nity Development Project Blocks have been organised in 
the rural areas whose number in the First Five-Year 
has been 41. 


It is true that many mote things remained to be 
tackled but these could not be taken up because priority 
had to be given then to more urgent of the health pro- 
blems with due regard to the finances available. 


However, the above efforts of the State have paid a 
very handsome dividend as has been reflected in the 
figures below, which it has been possible to obtain in 
spite of the serious handicaps of this truncated State in 
the shape of heavy influx and economic maladjustment 
due to the partition, added to the legacy of unhealthy 
environments for ages during foreign rule. 
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Vita, STATISTICS (WHOLE STATE OF WEst BENGAL) 


1954 


Birth‘rate per mille of population 23-0 
Death ,, 18-1 9-3 
Infant mortality rate per 1,000 live births 136-7 86-9 
Maternal death rate per 1,000 total births 8-5 44 
Tuberculosis death rate per mille of popu- 

lation 0-3 
Cholera per mille of 0-08 
Smallpox per mille of population ee 0-03 
Malaria per mille of population -. 36 0-9 
Fevers (exclujing malaria) per mille of 

population 5:5 31 
Dysentery and diarrhoea per mille of po- 

pulation 0-5 
Respiratory diseases per mille of nasil 

tion 1-1 
Other diseases per mille of ies 5-2 3-6 


SECOND FIVE-YEAR PLAN 


With the above asset we are entering into the Second 
Five-Year Plan period. We hope to complete the task 
left unfinished during the First Plan period and go fur- 
ther ahead, 

Regarding water-supply we hope to cover each and 
every village with safe water-supply in the next five 
years’ time. 

Regarding sanitation we have made it possible to 
supply concrete squatting plates at Rs. 10 each to the 
villagers. They are merely to ask for it from the’ local 
Subdivisional Health -Officers, Subdivisional Officers or 
Chief Enginéer, Public Health Engineering. 

Food production—Both cereal and protective types of 
foodstuff are being speeded up more and more. 

Health centres—We hope to cover one-third of the 
whole country with health centres; the present ratio 
being only one-tenth. 

Battle against diseases such as malaria, tuberculosis, 
leprosy, to be waged with greater intensity. 

Fight against filaria and tuberculosis on a national 
scale would be taken up. Maternal and child health pro- 
grammes and school health programmes would be pro- 
ceeded with more vigorously. 

Economic development—The whole country would be 
covered by National Extension Service—Community De- 
velopment Project Blocks. 

By the end of the next five-year period we hope to 
achieve more spectacular results than what we obtained 
during the First Five-Year Plan period, provided we get 
the necessary co-operation from the villagers individually 
and collectively.—Raj Lecture 1956 delivered on 8-12-56 
in the Ronaldshay Medical School, Burdwan, 


NOTES AND NEWS 


The World Medical Association 


The 1ith General Assembly of The World Medical 
Association will convene in Istanbul, Turkey, September 
29—October 5, 1957 in the Conference Hall, Faculty of 
Science, University of Istanbul. 

The theme of the Assembly, celebrating its first decade 
of actcivity will be: SOLIDARITY—THE KEY TO MEDICAL 
ADVANCEMENT, Programme topics will include the fol- 
lowing : 

I. The Utilisation of the Hospital in Providing Medi- 
cal Care: Well qualified speakers representing medical 
opinion on this subject from the four representative 
areas of the world, namely, Asia, Europe, Latin America 
and North America will be heard. 

Il. Protection for the Civilian Medical Team in Times 
of Armed Conflict ; A. Providing universal recognition for 
a protective emblem. B. Development of a central re- 
pository for medical credentials. 

III. The Interdependence of the Medical and Phar- 
maceutical Profession: Presented by Elmer Severinghaus, 
M.D., of Hoffman-La Roche (U.S.A.). 

IV. Medical Editor’s Meeting: A. The Role of the 
Medical and Lay Press in Health Education of the Pub- 
lic. B. Integration of Medical Journals to Reduce the 


Number and Improve Centent. Secretary: Dr. Hugh 
Clogg, Editor, British Medical Journal. 
V. Scientific Session: ‘Advancements in Medical 


Practice in Turkey’. Papers presented by eminent 
Turkish leaders of medical science. 

The World Medical Association, an international orga- 
nisation of national medical associations, is the only 
organisation at the international level that can speak and 
represent the opinions of the practising doctors of the 
world. Its current. membership includes 53 national 
medical associations of the free world—representing more 
than 700,000 doctors. 

Delegations from the majority of the member associa- 
tions are expected to attend the 11th General Assembly. 
In addition, there will be representatives present from 
numerous international organisations having interests 
in the field of health, and observers from specialty and 
component medical societies. 


Cuban Doctors Persecuted 


For, several months, the citizens of Cuba have been 
“agitating” to “force an election” of national officers. 
It is alleged that the army and state police have on 
several occasions wounded individuals taking part in 
demonstrations. The doctors who have cared for sick 
and wounded demonstrators do not have professional 
immunity in rendering medical care to these people. 
In fact, these doctors have been beaten, arrested and 
imprisoned as political criminals. 

In June, the Cuban Medical Association officers were 
raided during a regular business session. Doctors were 
taken into custody and a special edict has been effected 
making it a criminal offence for the medical association 
to hold meetings. 
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Doctors are citizens of their country and must fulfil 
their duties as citizens. However, the medical doctor is 
pledged to serve the needs of humanity and pledges him- 
self to permit no consideration of religion, nationality, 
race, party politics or social standing to intervene be- 
tween his duty and his patient. Members of the medical 
and auxiliary professions must be granted the protection 
meeded to carry out their professional activities freely 
and the fulfilment of medical duties and responsibilities 
in no circumstance should be deemed an offence. 

The mental and physical health of any nation, re- 
gardless of its internal or foreign political situation, de- 
pends to a large degree upon the government recognis- 
ing and protecting the doctor in carrying out his huma- 
nitarn service. (WHO Report). 


International Congress of Internal Medicine 

The International Society of Internal Medicine has 
announced that its fifth International Congress of Inter- 
nal Medicine will be held at the new Sheraton Hotel, 
Philadelphia, Pennsylvania, April 24-26, 1958. This will 
be the first meeting of the Society outside of Europe. 
The previous Congresses, at two year intervals, were 
held in Paris, London, Stockholm and Madrid. At those 
meetings, however, the United States, as well as many 
other nations throughout the world, were represented. 
The present membership of the Society including forty- 
eight nations, is about 3,000. The first president of the 
International Society was Professor A. Gigon, of Basel, 
Switzerland. He was succeeded, in 1952, by Dr. Svartz 
and she by Sir Russell Brain, the President of the Royal 
College of Physicians of London. 

This Society, the only international one embracing all 
aspects of internal medicine, was organized in 1948 and 
largely at the imstance of Professor Nanna Svartz of 
Stockholm, the physician to the King of Sweden. It 
was her contention that the various branches of internal 
medicine should be kept in touch with one another, as 
is accomplished in North America by the American 
College of Physicians, and that this should be done on 
a truly international basis. She also emphasized the 
importance of purely personal and non-political contacts 
among physicians of different countries. 

At the Philadelphia Congress it is planned, through 
lectures and panels, to analyze medical achievements of 
world-wide significance, to evaluate certain apparent pro- 
blems and to chart courses of action designed to enhance 
technical knowledge and to aid in the continuing war 
against disease. At the same time, the plan includes 
such social and culture activities as will tend to pro- 
mote co-operation, friendship and mutual understanding 
among physicians and peace among their countries. 

T. Grier Miller, M.p., Philadelphia, is the President 
of the Congress; Edward R. Loveland, F.a.c.P. (HON.), 
is the Secretary-General. 


International Congress of Radiology 
The 9th International Congress of Radiology will be 
held from July 23 to July 30, 1959 in Munich, Germany. 
The President-elect is Prof. Dr. Boris Rajewsky of 
Frankfurt/Main. The General Secretary of the Congress 
is Prof. Dr. Hans von Braunbehrens of Munich. Cor- 
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respondence and inquiries should be addressed to the 
Secretary of the Congress, Dr. Victor Loeck, Congress 
Secretariat, Frankfurt/Main, Forsthausstr 76, Germany. 


Sherrington Centenary 

The centenary of the birth of Sir Charles Scott 
Sherrington, a founder and main architect of the physio- 
logy of the nervous system, is to be celebrated this year. 
The Royal Society of Medicine, wishing to pay tribute 
to his life and work, proposes to raise a fund towards 
a Sherrington Lecture, for the furtherance of knowledge 
on the nervous system, to be delivered from time to 
time in the Society’s rooms in London. 

Revised AMA Code of Ethics 

Following is the text of the proposed new version of 
the AMA’s Principles of Medical Ethics, as revised re- 
cently by the Council on Constitution and By-laws for 
presentation to the House of Delegates at the AMA 
annual meeting in New York, 

Preamable : These principles are intended to aid phy- 
sicians individually and Collectively in maintaining a 
high level of ethical conduct. They are not laws but 
standards by which a physician may determine the pro- 
priety of his conduct in his relationship with patients, 
with colleagues, with members of allied professions, and 
with the public. 

Section 1: The principal objective of the medical 
profession is to render service to humanity with full 
respect for the dignity of man. Physicians should merit 
the confidence of patients entrusted to their care, ren- 
dering to each a full measure of service and devotion. 

Section 2: Physicians should strive continually to im- 
prove medical knowledge and skill, and should make 
available to their patients and colleagues the benefits 
of their professional attainments. 

Section 3: A physician should practice a method of 
healing founded on a scientific basis; and he should not 


’ voluntarily associate professionally with anyone who vio- 


lates this principle. 

Section 4: The medical profession should safeguard 
the public and itself against physicians deficient in moral 
character or professional competence. Physicians should 
observe all laws, uphold the dignity and honour of the 
profession and accept its self-imposed disciplines. They 
should expose, without hesitation illegal or unethical 
conduct of fellow members of the profession. 

Section 5: A physician may choose whom he will 
serve. In an emergency, however, he should render 
service to the best of his ability. Having undertaken 
the care of a patient, he may not neglect him; and un- 
less he has been discharged he may discontinue his ser- 
vices only after giving adequate notice. He should not 
solicit patients, 

Section 6: A physician should not dispose of his 
services under tertms or conditions which (1) interfere 
with or impair the free and complete exercise of his 
independent medical judgment and skill, (2) cause de- 
terioration of the quality of medical care, or (3) permit 
the exploitation of his services for financial profit. 

Section 7: In the practice of medicine, a physician 
should limit the source of his professional income to me- 
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dical services actually rendered by him, or under his 
supervision, to his patients. His fee should be commen- 
surate with the services rendered and the patient’s abi- 
lity to pay. He should neither pay nor receive a com- 
mission for referral of patients. Drugs, remedies, or 
appliances may be dispensed or supplied by the physi- 
cian provided there is no exploitation of the patient. 

Section 8: A physician should seek consultation upon 
request in doubtful or difficult cases; or whenever it 
appears that the quality of medical service may be en- 
hanced thereby. 

Section 9: A physician may not reveal the confi- 
dences entrusted to him in the course of medical atten- 
dance, or the deficiencies he may observe in the charac- 
ter of patients, unless he is required to do so by law 
or unless it becomes necessary in order to protect the 
welfare of the individual or of the community. 

Section 10: A physician’s responsibilities extend not 
only to his patients but also to those activities whose 
purpose is to improve the health and welfare of the 
individual and of the community. 


D.T.M. & H Course 
at the School of Tropical Medicine, Calcutta 


The nine months’ course of instruction for the 
D.T.M. & H. Examination under the Calcutta Univer- 
sity will begin on the 15th October, 1957. This course 
is open to medical graduates of Indian Universities or 
candidates possessing equivalent qualifications recognis- 
ed by the Calcutta University for this purpose, who 
have been engaged in medical practice for a continuous 
period of at least 15 months or held residential appoint- 
ment in a teaching hospital for at least one year. 
Applications for admission in the prescribed form 
(obtainable from the School office) should reach the 
Director, School of Tropical Medicine, Calcutta, by the 
3ist August, 1957. 


Colonel Amir Chand Trust Prizes for Medical Research 


The Indian Council of Medical Research, on behalf of 
Colonel Amir Chand Trust has decided to award in 1957 
four junior prizes of the value of Rs. 300/- each to gra- 
duates of not more than ten years standing, counting 
from the date of graduation, for the best research papers 
in medical sciences published during 1956 (lst January 
to 3lst December, 1956). These prizes wi'l be known as 
‘Shakuntala Amir Chand Prize’. The ComprtitoRs for 
the prizes may be MEDICAL, or NON-MEDICAL, GRADUATES. 

The candidates are required’ to submit 10 reprints 
of their papers published during 1956. These should 
be sent to the Director, Indian Council of Medical Re- 
search, P.O. Box 494, New Delhi, so as to reach him 
not later than the Ist August, 1957. The papers should 
be accompanied by a short biographical sketch and two 
copies of passport size photographs of the worker or 
workers concerned. 


Railway Concecssions for Cancer Cases 
Travel concessions by rail announced recently for 


blind persons and T.B. patients have been extended to 
cancer patients on similar terms from July 1. 


Cancer patients travelling alone for admission to 
or on discharge from hospital or an institute where 
cancer patients are treated will be allowed to travel on 
payment of only one-fourth of the normal fare. When 
accompanied by an attendant, the patient and the atten- 
dant will be allowed to travel on payment of one-single 
journey fare. 

The concession, which applies to First, Second and 
Third classes, will be allowed on production of a certi- 
ficate from the hospital or ihstitute concerned to the 
effect that the applicant is a bonafide cancer patient 
travelling for admission to, or on discharge from, a hos- 
pital or institute. 


Medical College for Hubli 

The Goyernment of India has accepted the proposal 
put forward by the Government of Mysore for the start- 
ing of a Medical College at Hubli and to give it the 
necessary assistance. 

This information was given at the conference of State 
Health Ministers being held in New Delhi, when the 
Mysore Minister for Health urged the need for the 
starting of a new Medical College to serve the areas 
forming part of Bombay State but merged into Mysore. 


Manning of Health Schemes 


The scheme for training of various categories of 
health personnel like nurses, dais, health visitors, auxi- 
liary, nurse midwives for the Community development 
programmes, and laboratory assistants, was reviewed in 
detail by secretaries of State health departments and 
administrative medical officers of the State Governments, 
at the concluding session of the conference of State 
Health Ministers held on 1-7-57. The session also re- 
viewed the implementation of the national urban and 
rural water supply schemes. 

The importance of training a sufficient number of 
technical personnel of different categories to man the 
various rural health programmes was emphasized. In 
course of further discussion it was pointed out that res- 
ponsibility for the implementation of the training pro- 
grammes rests mainly with the State Governments while 
the Central Government would help with grants. For 
this purpose it was suggested that the various States 
should make an assessment of their needs for technical 
personnel and draw up schemes for training. 


Modern Chest Clinic opened in Calcutta 

A modern and well-equipped chest clinic, built, at a 
cost of Rs. 1-9 lakhs, was opened by the State Health 
Minister, Dr. Anath Bandhu Roy, at Strand Bank Road, 
near Mayo Hospital on 7-7-57. The fourth of such 
clinics set up by the Calcutta Corporation, the clinic 
was constructed and equipped with the help of funds 
subscribed by members of the Bengal Chamber of Com- 
merce. The Chamber donated a sum of Rs. 1-71 lakhs 
for the construction of such a clinic to the Calcutta 
Mayor’s T.B. Fund in October, 1955. 


Vacancies in the North East Frontier Agency 
Administration 


The North East Frontier Agency Administration, 
Shillong, invites applications to fill up at least 20 posts 
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of Assistant Surgeons in the Agency. For particulars, 


the Hony. Provincial Secretary, Bengal Provincial Branch, 
I.M.A., 67, Dharamtala Street, Calcutta, may be - con- 
tacted. 


REVIEWS 
Principles of Epidemiology —By lan Tayler, M.D., M.R.C.P., 


D.P.H., and John Knowelden, M.D., D.P.H., J..& A. 
Churchill Ltd., London, W. I. 1957, 292 pages, illus- 
trated. Price 30 s. 


Epidemiology is still a young discipline trying to take 
practicable shape. Starting with the simple definition 
of epidemiology as the ‘‘science of epidemics” it has 
now covered a much wider field and has come to mean 
“the study of bio-socio-physical factors associated with 
the study of health and disease.’’ It is not only con- 
cerned with the communicable diseases but also with 
health surveys and study of non-infectious diseases, and 
so we hear about the epidemiology of cancer, diabetes, 
coronary thrombosis, accidents and so on. But few 
attempts have been made so far, to put together facts 
and knowledge about the subject in a comprehensive 
manner in one publication, such as has been done in 
the Principles of Epidemiology presented by Drs. Ian 
Tayler and John Knowelden who deserve to be congra- 
tulated for this attempt. 

This volume provides an introduction to the principles 
of epidemiology for students and practitioners and is 
divided into twelve chapters compacted in less than 300 
pages. The earlier chapters describe the methods of col- 
lecting and handling morbidity and mortality data and 
the use of special surveys, followed by sections of in- 
fection, its transmission and the reaction of the body to 
infection. Later chapters are devoted to the study of 
the disease incidence as modified by environment and 
host factors and of the effect of time and geographical 
location on the pattern of disease in the community. 
The main emphasis has been put upon general principles, 
in a lucid and simple style within the easy grasp of 
students. 

Since epidemiology is ordinarily a post-graduate dis- 
cipline it appears that a short discourse on each of 
“Historical Approach’’ and “Experimental Epidemio- 
logy’”’ could have been incorporated with advantage. 
Similarly the chapter on “Host Reaction” might be ex- 
panded to include subjects like “Hypersensitiveness and 
Allergy”’ and social factors more elaborated. The geogra- 
phical factors could also include discussions on the effect 
of natural phenomena like flood, famine, etc. The book 
is well written and well-printed. 


Kinetics and Thermodynamics in Biochemistry—By 
H. Goeffrey Bray and Kenneth White. Pp. XII+343, 
with 71 illustrations, numerous tables and formulae. 
Published by J. & A. Churchill Ltd., London, 1957. 
Price 42s. net. 


Attempts are now being made to elucidate biochemical 
problems on more rational lines and it is felt that unless 
the problems are investigated mathematically, the com- 
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plex biochemical reactions cannot be explained corréctly. 
The authors have undoubtedly done real service to the 
cause of biochemistry by showing the way how the appli- 
cation of Kinetics and Thermodynamics to biochemical 
reactions helps solve many of the complicated problems 
of this evergrowing subject, and they have been aniply 
successful in discussing the chemical reactions and 
energy changes without taking recourse to ‘superfluous 
elaboration’ with higher mathematics. 

The discussion on various topics in each chapter in a 
simple manner and ‘at an elementary level’, will encour- 
age the student to go deeply into the subject without 
being frightened away by thermodynamic equations. The 
topics, for example, on reaction of phosphate compounds, 
cyclic reaction systems, effects of pH and metal ions 
on @nzymic activity, enzymic kinetics and coenzymes, 
etc., have been ably dealt with and are expected to. bene- 
fit the students and teachers alike. 

The contribution of physical chemistry to biochemical 
reactions in solving many of the problems concerned 
with the iiving organism has been clearly indicated, as 
for example, im connection with Donnan equilibrium, 
transport across membranes, dissociation reactions, &c. 
The chapter on Kinetics and the Whole Organism and 
particularly the portions on ‘control of metabolism’, 
‘luminiscence’ and ‘enzyme adaptation’ are most illu- 
minating and instructive. 

Although the book is meant for advanced students 
preparing for B.Sc. Honours and doctorate degrees, the 
students of medicine who happen to possess a fairly good 
knowledge of mathematics (upto B.Sc. standard) and who 
want to specialise in biochemistry, are advised to study 
this book carefully. It is said that ‘mathematicians are 
born and not made’ and it is also a fact that students 
going up for medicine are, at least in this part of the 
world, not quite up to the mark so far as mathematics 
is concerned, but, nevertheless, the book is expected to 
narrow down the gap to a considerable extent. 

In the foregoing lines we have indicated the useful- 
ness of the book for our students but it must be ad- 
mitted that we as teachers are often handicapped for 
want of such a book and we sincerely welcome the 
appearance of this book in the field of biochemistry. 

The printing and get up of the book are all that could 
be desired but it is not understood why certain graphic 
formulae, for example, those showing the hydrogen 
bridge (p. 14), structure of steroids (p. 31), actyl phos- 
phate (p. 151), &c. and the model of tryptophanpyridoxal 
phosphate (p. 34) as well as the curves (pp. 113, 175, 211 
and many others), have all been designed as ‘illustrations’ 
and there are 71 such illustrations in the text. The term 
is rather misleading. Is there no difference amongst 
these obviously different classes of ‘illustrations’ ? 


The Chemicals of Life—Enzymes, Vitamins, Hormones— 
By Isac Asimov, PH.D. Published by G. Bell & Sons 
Ltd., London, 1956. Available in India from Orient 
Longmans Private Ltd., 17, Chittaranjan Avenue; 
Calcutta 13. Board-bound, 129 pages. Price 12s. 6d. net. 
The biochemistry of life processes depends mainly 

on the correct and balanced functioning of the various 

enzymes, vitamins and hormones. These are subjects 
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difficult enough for students of medicine and it requires 
both knowledge and aptitude to present these subjects in 
easily understood and interesting ways for public in 
general and specially for the younger ones. The author, 
an Assistant Professor of Biochemistry at Boston Univer- 
sity School of Medicine, has had considerable experi- 
ence both in teaching medical students and writing 
science-fiction books. The style is clear and pleasant. 
The reader is offered pleasant reading on the basic pro- 
cesses of life—how food is digested, tissue is built, the 
body moves, thinks and grows. Recommended for 
general reading. 


OBITUARY 


Dr. Anil Kumar Chakrabarti, M.B. 

Dr. Anil Kumar Chakrabarti was born at Jamalpore, 
Dist. Monghyr, on November 29th, 1896 and had his 
early education at Jamalpore. 

He passed the Matriculation examination. from the 
Metropolitan Institution, Calcutta, in 1913 and joined 
Campbell Medical School the same year. 


Dr. ANIL KUMAR CHAKRABARTI, M.B, 


Dr. Chakrabarti had a brilliant career in Campbell. 
He stood first in almost all the subjects from the first 
to the final year qualifying as an L.M.F. in 1917. 
He joined Carmichael Medical College in 1919 and 
next the Calcutta Medical College in 1921, graduat- 
ing in 1923. While in the Medical College, he 
was Class Assistant in Pathology, Clinical Medicine and 
Clinical Surgery. He obtained the Duke of . Edinburgh 
and the Bholanath Bose scholarships. 


He worked with Dr. B. C. Roy ever since he quali- 
fied from the Campbell Medical School. 

He went to England for further training in 1951. 

He was the Hony. Secretary and Business Manager, 
Journal of I.M.A. for 7 successive years from 1940-41 to 
1946-47. He was also a Jt. Hony. Secretary of the I.M.A. 
in 1940-41 and 1941-42 and earlier held offices of the 
Bengal Branch of the I.M.A. and the Calcutta Branch 
besides serving both as a member of the Executive Com- 
mittee. He was elected a Member of Bengal Council of 
Medical Registration for a term and was a member, 
Governing Body, Carmichael Medical College for a num- 
ber of years. 

Dr. Chakrabarti had been suffering from high blood 
pressure for a long time and passed away suddenly on 
22nd June 1957. 

May his soul rest in peace! 


Dr. Shyamapada Roy, B.Sc., M.B. 
Dr. Shyamapada Roy, a member of Indian Medical 
Association, Deoghar Branch, till March 1957, died at 
the age of 60 years on 3rd May, 1957. 


Born in 1896, 


DR. SHYAMAPADA ROY, B.SC., M.B. 


Dr. Roy passed the M.B. examination from the Calcutta 
Medical College in 1922 and accepted service in a Jute 
Mill as Medical Officer from whete he retired in 1948. 
He was actively connected with all public institutions 
and was a very energetic member of Deoghar Branch of 
Indian Medical Association. He was revered by all for 
his honesty, simplicity, straightforwardness and profes- 
sional skill. 
May his soul rest in peace! 
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Presenting... 


ALDOMYCIN 


( 5-nitro - 2 furfuraldehyde semicarbazone ) 


A broad spectrum Chemical with extensive antibacterial range against a variety 
of gram positive and gram negative bacteria. 


NOBEDON 


( N-acetyl - p - amino-phenol ) 
_ An useful analgesic ed aspirin indicated in headaches, 
arthritic muscular and neuralgic pain etc., etc. 


KEMOVIT 


A synthetic analogue of Vitamin K, essential to the formation & maintenance of 
prothrombin in the blood. Available also with bilesalts for obstructive Jaundice. 


PRODUCTS OF ORIGINAL RESEARCHES. 
Details from :— 


G. D. A. CHEMICALS LIMITED, 


( Manufacturers of Para-amino salicylic acid (PAS) in India ) 


36, Panditia Road, 
Gram: “SULFACYL”. 


Calcutta-29. 
Phone : 46—3820. 


NAVARATNA 


SPASMO PERTUSOL 


A well balanced combination of proved indigenous 
drugs and 
NEW SYNTHETIC SPASMOLYTICS. 
( Diphenin and Ortho-methoxy-phenoxy-propandiol ) 
Very palatable and free from untoward reactions, 
Not habit forming. 


VERY EFFECTIVE IN RELIEVING BRONCHIAL 
SPASMS, CONTROLS COUGH & COLD-SPECIALLY 
INDICATED IN WHOOPING COUGH AND ALL 
OTHER AFFECTIONS OF THE UPPER RESPIRA- 


TORY |TRACT. 


NAVARATNA 


PHARMACEUTICAL LABORATORIES 
P. ©. Box No. 13, Cochin-2. 


NEW DENTAL PREPARATION 


ORALEX 


Fluorine 
and Astringent 


2 ORALEX TOOTH POWDER 
Daily usage of ORALEX and ORALEX TOOTH POWDER 
is the ideal way to be away from Oral, Dental, Gum and 
Throat Diseases. 


Oralin Laboratories, Kakinada 


EFFICIENT 


ANTIPYRETIC 


TABLETS & POWDERS 
‘ASEPTIGUS COMPANY, G. P. ©. Box 560 Bombay 


A 


Pain and Swellings, Bleeding Gums, Loose Teeth, Stomatitis, | 
Mercurial effects in the mouth, Pharyngitis, Laryngitis, 
QP | 
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Enteromycetin is effective against a wide 
variety of infections, e.g. Gram-positive, 
Gram-negative, Salmonella, Spirochetal, 
Rickettsial, Viral and Actinomyces. Cap- 
sules may also be administered rectally 
after making a few pin holes at both ends. 


Packing: 250 mg. Sealed Capsules in tamper- 
proof bottles of 12 and 100. 


Also available: Syrup, Syrup with Vitamin B 
Complex, Intramuscular, Sulfa 
Tablet & Ophthalmic Ointment. 


ENTEROMYCETIN 


CHLORAMPHENICOL U.S.P. 


CAPSULE 


MANUFACUTRED BY 
G. ZAMBON & CO. S.p.A. 
VICENZA ITALY 


EXCLUSIVE DISTRIBUTORS 
& DEY’S MEDICAL STORES PRIVATE LIMITED 
CALCUTTA - BOMBAY - DELHI - MADRAS 


\ 
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Body Building 
through Nutrition 


. 


Where selective, adequate nourishment 
is indicated for overcoming low vitality, 


‘ debility and malnutrition, Alembic 
COMPOSITION 
Each 30 ml. represents:— 
Vitamin A (from 2.4 ml. of 
; Shark Liver Oil approx.) 25,000 I.U. 


SHARKOFERROL is the rational choice. 
Vitamin D 5,000 1.U. 
Saccharated Oxide of Iron 3.55 G. (55 gr*) 
} Hypophosphites of Lime, 
Sodium & Potassium B.P.c. 0.8 G. (124 gr*) 


Vitamin By B.P. 3 me. 
Vitamin Bz (Riboflavin s.r. ) 2 mg. 
Niacinamide B.P. 40 mg. 
Copper & Manganese Traces, 
Palatable base enriched with 


) 


flavoured Malt Extract 
* Approximate apothecary equivalent : 
Bottles of 454 Gms. (1 Ib. approx. ) s 
: 
ALEMBIC CHEMICAL WORKS 
CO. LTD., BARODA-3. 
: 
4 You can put : 
your confidence : 
in Alembic. 
ring 
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ZEISS MICROSCOPES 


DIAGNOSTIC 


AND RESEARCH 
Bright field 


Phase contrast 
Dark ground 


VEB Cari Zeiss JENA 
Sole Agents in India: 


GORDHANDAS DESAI PRIVATE LTD. 
(Tex. No. 261418) 
PHEROZESHAH MEHTA ROAD, BOMBAY 1. 


Branches + 
P-7, Mission Row Extension, 4/2B, “‘Jwala Mansion” 22, Linghi Chetty Street, 
CALCUTTA 1. Asaf Ali Road, New Delhi. MADRAS 1. 


SEALED UNTIL SOLD] 
2 Discriminating Packers in India 
and throughout the world know that the 
R.O. Pilferproof Seal means substantial 
oe \ ° economies in time, labour and packing 


Y materials and in the money = cost. 
Streamlined application, allied to 
outstanding quality and finish, means 
increased turnover for the 
enhanced sales appeal for the ler, 
and— most all—increased 
protection against adulteration at every 
sta, feat Packer to Public, savi 
lakhs of Rupees in losses year 
~~... No wonder, then, that the R. O. Seals 
are universally favoured 
ike 


India by Packers and Purchasers a 
Sole Distributors in Indio seas 
HOARE MILLER & CO.LTD. | | 
CALCUTTA BOMBAY DELNI MADRAS Ensure Riuced Overheads / 


Bex Armaninn Stren Made in Indio by Containers & Closures Led. 


In association with the Original Specialists in Pilferproof closures, 
Metal Closures Limited, England. 
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A broad range vaginal antiseptic 


TRIKOCID OVULES 


Offers prompt control and complete cure of cases 
of Vaginitis, Pyogenic organisms, trichomonas and 
thrush, 


Each ovule contains : 
Sulphanilamide ~ 100 mg. 
N. N’ dehydrozymethyl carbamide ... 10 mg. 
lodochlorhydroxyquinoline 100 mg. 
Pyridine-mercuric-chloride pn 10 mg. 


Urea 10 mg., Alum 10 mg. and 
Tannic acid SO mg. 


Broadest spectrum in dysenteries 


ENTOZINE 
with 
Chloroquine 


Each tablet contains : 
lodochloroxyquinoline 0.2 gm. 
Chloroquine Diphosphate 10.0 mg. 
Sulphadiazine 0.162 gm, 
Sulphaguanidine 0.26 gm. 
Mfd. in india by : 


HIND CHEMICALS LTD., KANPUR. 


Prove it to yourself! 


—that Seamless PRO-CAP 
is less irritating! 


ar a patch of Seamless Pro-Cap and a patch of 
ordinary hospital adhesive plaster on the under 
none off vane forearm. After 48 hours, remove 
Doth patches and examine your skin for signs 
of irritation 


Enthusiastic comment by doctors and hospi- 
tals all over the world... years of actual use 
on thousands of patients... have proved that 

Seamless Pro-Cap is definitely less irritating! 
to yourself ... get Seamless Pro-Cap 


Why PRO-CAP is less irritating 
Seamless PRO-CAP adhesive mass contains 
the fatty acid salts heralded in recent 
medical journals (copies on request). The 
fatty acid salts used are zinc propionate and 
zinc caprylate. They are found re in 
Seamless PRO-CAP adhesive plaster, both 
regular and service weight. 


2. Little or no itching 
3. Sticks easily —does not creep or curd 
4. Less skin maceretion 


5. Little or no slimy deposit > > 
6. Longer shelf life 


SEAMLESS PRO-CAP 
ADHESIVE 
PLASTER IN SPOOLS 
From 14” to 4” wide, in 
regular white or STAY- 


DRY waterproof 


DEPARTMENT 

THE SEAMLESS RUBECR COMPAN\ 
3, CONN A 


Exclusive Distributors : KEMP & CO. LTD. 
BOMBAY, OCALOUTTA, DELHI & MADRAS. 
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HEALTH’S 


PROTOZIDE 


A Combination of Chloro-Iodo-Oxyquinoline, 
Phthalyl Sulphacetamide and Vitamin B-Complex. 


Each Tablet Contains : 


5-Chloro-7-Iodo— 

-8-Oxyquinoline 19 gr. 
Phthalyl Sulphacetamide 6°0 gr. 
Riboflavin wes ove 1-0 mg. 
Nicotinamide 50 mg. 
Pyridoxine Hydrochloride __... 


Indicated in: Both Amebic & Bacillary Dysen- 
teries, all phases of Amebiasis, Ulcerative Colitis, 
Chronic Diarrhea or Dysentery of unknown 
etiology. 
Issued in : 
Tubes of 20 Tabiets and Phials of 50 and 100 Tablets. 


Indian Health Institute & Laboratory Ltd. 


1, Health Institute Road, Calcutta-28. 


BED-SIDE MEDICINE 


By Rai Dr. A. R, Majumdar Bahadur, Prof. of Clinical Medi- 
cine, Medical College, Caleutta, Retd. and Dr. 8. C. Chatterji, 
Prof. of Medicine, National Med. Inst. with six collaborators 
Ninth Edition, demy 1426—xii pages, 624 diagrams and 
two multicoloured plates. 
£ Price Ks, 23/8/- only, postage extra. 
MODERN PHARMACOLOGY & THERAPEUTIC GUIDE 


Tenth Edition, Just out (1957), thoroughly revised, enlarged 
and largely rewritten, The book contains all latest informa- 
tions in Drug Action jafd Therapeutic uses. No new drug 
of real merit has escaped notice. Maxintum information in 
minimum space at moderate price. 

Price Rs. 15/- only, postage extra. 


SCIENTIFIC PUBLICATION CONCERN 2 
9, Wellington Square, Calcutta-I3. 


CALCIDOXON 


(Calcium Giuconate with Vii 
(5 ¢.0, (10 Con! 
Oalcium Giuconate 10% 


ca ny nancy sctation, 
conditions, ond on conval ty states, in Haemorrhagie 


& oS of teeth & bones. 
to be injected daily or alternate days intramusoularly or 
as by the physician, 


LIVAFOLBIN 
(Liver Bxt, cum elle Acid with Vitemin B12) 
Liver Extract ees 
Vitamin B12 as mog, 


indication « Acute pernicious anaemia, Mosmeyite anaemia, 
Subnormal growth in children is: t© respond to 

Vitamin B12 Increased appetite were noted inthe patients treated and 

also for the functioning of bone marrow. 

Seaadge : = : To be injected Intramuscularly 2 o-c, daily or alternate 

days as directed by the physician, 

Packing : Se. amps. & 10 o,c & 80 0, o, BR, C. Phial, 


MANDOSS DRUGS LTD, 
221/2, Strand Bank Road, Calcutta-!. 


AMEBIASIS 


WHETHER IT Is 


WITH 
st ADMED 


Each tablet contains: 
lodochloroxyquinoline 250 mg. 
Phthalylsulphacetamide 300 mg. 
Vitamin B, mg. 
Vitamin Ba 1 mg. 
Niacin 10 mg. 
Diastase 45 Wag 
Excipient 


STADMED PRIVATE LTD. caccurra..s 


AMCEBIC OR BACILLARY 
CAN BE EFFECTIVELY CONTROLLED 


ZYME 
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“Every doctor knows ...’ 


Every doctor knows that there is no finer substitute 


for mother’s milk than LACTOGEN, which G na 
offers a well balanced and strictly 
uniform diet. By homogenization, Ab 
the fat globules are made smaller 
than human milk and so facilitates 
digestion, while pasteurization 
ensures the removal of 


pathogenic organisms. 


e Humanized composition 
e Extreme purity 

e Lasting freshness 

e Easy digestibility 


| The advantages of LACTOGEN :- ®@ Standard formula 
e Simple preparation 


Natural vitamins A & D 
and mineral contents sup- 
plemented by the addition 
of vitamins A & D concen- 
trate and iron salts. 


NESTLE*S PRODUCTS (INDIA) LTD. 
P. O, Box 396, Calcutta @ P.O. Box 315, Bombay © P.O. Box 180, Madras 
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Protect your patient 
by prescribing 
GLUCOSE POWDER | 


DEXTROSOL iis pure Anhydrous Dextrose, conforming 
to the U.S.P. and B.P. standards, its 
chemical formula being 706 


GLUCOVITA EVERY 100 PARTS CONTAIN: 


Dextrose Monohydrate .......-.- 99.4 
(Purified glucose) 

Calcium Glycerophosphate....... 0.2 
Calcium Phosphate .........--.- 0.4 
Each ounce of Glucovita is fortified with 
250 I.U. of Vitamin-D (Calciferol) 


CORN PRODUCTS CO. (INDIA) PRIVATE LTD. 


CHLORAMPHENICOL 


SPECIALITY: it regulates the scanty flow as well 


as controls excessive bleeding. Leading Antibiotic 
A real boon to suffering ladies Rp 
Made according to the formula of 
the famous Gynaecologist of Calcutta In the treatment of: 
Dr. SUNDARI MOHAN DAS VARIOUS BACTERIAL 
Issued in—4 oz. 8 oz. and 16 oz. bottles INFECTIONS, 
UNIVERSAL DRUG HOUSE LTD. 
10, Braunfeld Row, CALCUTTA-27. 
KHANDELLABS 


CARDIOPLON Tablets 


Coronary Insufficiency 
Each Tablet contains : 


Tetranitrate.......... 10mg. 
M MADRAS - 3. 
KHANDELWAL LABORATORIES Private LTD. | | °““#is##: 
. The Premier Med 
78/87, Kalachowki Road, BOMBAY 1/2. 44/45 Ezra Street 
Calcutta 1. Gauhati—Assam. 
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Bombay-! 
ELIXIR 
j 
NEO-CORDIAL C.A.E 
A combination of western drag ALETRIS with time 
ae py Indian bark ASOKA reinforced with Vitamins B 
SS Sea 
: | 
“Ss 
Manufectured by : 
CHEMUNION 
| LUGANO — SWITZERLAND 
_ 
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Mian In one of his addresses 
remarked: “The general dietetic error lies not 
in quantity, but in quality.” Faulty nutrition is 
no doubt common in this country, but it is not 
so much lack of food as lack of the right kind 
of food, particularly vitamins and fats.- 


In a statistical survey of Vitamin A deficiency 
—judging by poor dark adaptation—more than 
half the children from working class homes in 
England were found to be deficient by Harris 
and Abbasy in 1939. Both in Africa and India, 
skin changes due to lack of Vitamin A were 
present in 80% of some groups of children 
(Nicholls, L-Indian Medical Gazette : 1933). 
This is also emphasised in Health Bulletin No. 23 
(1956), issued by the Nutrition Research 
Laboratories, Coonoor. Vitamin A deficiency is 
the single factor responsible for a large number 
of nutritional deficiency diseases. The daily 
allowances for an adult are in the neighbour- 
hood of 3,000 to 4,000 International Units of 
Vitamin A. 


Vitamin A is found in only a very few foods, 
of which the most common are eggs, milk and 
butter, and for that reason it is important to 
realise that their Vitamin A content is not 
constant, but depends on the diet of the hens 
and cows. Besides, these animal foods are 
expensive and beyond the reach of many. There- 
fore, Fitzgerald Moore, in a practical discussion 
of the whole problem, concludes that the only 
hope of a solution is to reinforce local vegetable 
oils and fats with Vitamin A concentrates. As 
is well known, the Food Fortification Sub- 


Dalda-its role in nutrition 


Committee of the Indian Council of Medical 
Research thought on the same lines, and 
recommended that 700 International Units of 
Vitamin A should be added to every ounce of 
Vanaspati. This recommendation was accepted 
by the Government and to Dalda we add 700 
International Units of Vitamin A in addition to 
56 International Units of Vitamin D. 


Fat must be included in ordinary diets— 
because of its high calorific value and its 
protein-sparing action. But we have no exact 
knowledge of the quantity required. It is prob- 
ably advisable that not less than 45-60 grams 
(14-2 oz.) should be consumed daily. Most 
diets in India are very low in fat. 


Dalda is a cooking fat made from pure 
vegetable oils according to strict Government 
specifications. It is manufactured from ordinary 
edible oils of everyday use by refining and hy- 
drogenating them. Seven hundred International 
Units of Vitamin A and 56 International Units 
of Vitamin D are then added to every ounce— 
which is as much as good quality ghee contains. 
Dalda is easily digested and utilised by the body 
on account of its low melting point. The 
standards of quality are so high that Dalda 
compares favourably with its other counterparts 
such as “shortening” and “margarine” used 
extensively in the United States, England and 
other European countries. Each ounce of Dalda 
yields 250 calories, as much as 1 ounce of any 
good quality ghee and over twice as much as 


an ounce of wheat or rice. Dalda 
is, therefore, a very valuable addition 
to the average Indian diet. 

HVM. 311-23 
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